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THE MANAGEMENT OF THE COMPLICATIONS OF PEPTIC ULCER* 
T. Grier Miiter, M.D.7 


PHILADELPHIA 


T HE important complications of peptic ulcer 
are perforation, hemorrhage, cicatricial steno- 
sis and, in gastric ulcer, malignant degeneration. 
Their management, in a broad sense, involves 
not only procedures designed to restore their vic- 
tims to good health but also measures to prevent 
their development. This necessitates, in the first 
place, a brief consideration of the treatment of 
simple uncomplicated peptic ulcer. 

Although perforation or hemorrhage occasion- 
ally represents the first manifestation of peptic 
ulcer, it is exceedingly uncommon for either of 
them to develop in a person on an adequate ulcer 
program; this is not necessarily true for obstruction 
or malignant degeneration, but at least good ulcer 
therapy constitutes the only available means of 
avoiding any of the complications. 

What, then, is a proper peptic-ulcer regimen? 
To be rational it must be based on an apprecia- 
tion of the fundamental etiology of ulcer. That, 
unfortunately, is not known, though little by 
little physicians have acquired knowledge of some 
of the predisposing or associated factors, which, 
however, are difficult to evaluate. 

Thus it has been known for a long time that 
an acid gastric secretion is essential to ulcer for- 
mation; that ulcers, at least superficial ones of the 
stomach, often develop in the presence of severe 
debilitating disease, such as an acute general in- 
fection; and that gastritis and local vascular lesions 
are frequently associated. At the same time it is 
appreciated that an acid gastric secretion is normal 
and that the degree of acidity may be as high in 
a normal person as in one with an ulcer; that the 
gastric ulcers of debilitating diseases are usually 
recent and superficial, by no means similar to 
the chronic ulcers commonly seen in practice; and 
that gastritis and local vascular lesions may be 
secondary as well as primary developments. 
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Today, attention is focused more largely on the 
person who has the ulcer than on his stomach or 
duodenum: on his heredity, his physical, mental 
and emotional make-up, the nature of his endo- 
crine and autonomic nervous system equipment, his 
social status and his personal habits of life. The 
thin, lantern-jawed, hungry-looking person with a 
Nervous, introspective and sensitive temperament 
is the one likeliest to develop peptic ulcer. Dra- 
per, Dunn and Seegal* say that such a person 
has little endurance, but is quickly rehabilitated 
by food, short periods of rest and sleep. Some- 
times he shows imbalance of the sympathetic and 
parasympathetic nervous systems or some endo- 
crine disturbance. These patients, it is found, 
frequently develop ulcer when subjected to un- 
usual emotional strain, to continued worry and 
anxiety, to fatigue, to loss of sleep, to improper 
food or to the excessive use of tobacco or alcohol. 

On such a theory as to etiology, the therapy of 
simple peptic ulcer is largely based today. One 
still attempts to keep the gastric acidity under con- 
trol, but not necessarily neutralized. This is ac- 
complished by frequent feedings rather than by 
alkalies. Nothing can be done about hereditary 
or constitutional factors, but much emphasis is 
placed on keeping the patient at ease, avoiding 
physical and nervous strains, rearranging the social 
environment, and providing for good nutrition, 
the careful mastication of food and the avoidance 
of foods and drinks that are mechanically or chem- 
ically irritating. The situation is much the same 
as in active pulmonary tuberculosis. The patient 
has a chronic disease, and he must reorganize his 
whole life for the future, even for the periods when 
he has no active lesion, since recurrences and com- 
plications are common. Local measures are often 
of great importance in both diseases, but it is 
equally important for the ulcer patient as well as 
the tuberculo::s patient to develop a philosophical 
attitude, to conquer his natural tendency to fret 
and worry and to avoid excessive responsibilities 
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and undue nervous and physical strain. He must 
at the same time appreciate the necessity of a 
change in his habits of eating, give up alcohol 
and tobacco, if addicted, and acquire a fixed and 
leisurely routine of life. 

Such a program is not easy. It is far more dif- 
ficult than merely securing a few weeks’ rest in 
bed, giving a series of hypodermic injections, ex- 
tracting teeth, removing tonsils or administering 
alkalies along with milk and cream. 

These things apply primarily to the management 
of simple ulcer cases and constitute the essentials 
for the prevention of the complications of peptic 
ulcer. They apply equally to the treatment of the 
complications, but are overshadowed by the in- 
dications for more radical therapy. 

Of the complications, perforation is the most 
dramatic, and its therapy is entirely surgical. The 
internist’s sole duties in a case of acute perfora- 
tion are promptly to make the diagnosis and to 
secure a competent surgeon. In the subacute case 
the diagnosis may be difficult and may require 
much time and study, but the therapeutic indi- 
cations are surgical and need not receive further 
consideration here. 

Pyloric obstruction, on the other hand, is not 
always an indication for surgery. It may be due 
to spasm, an acute inflammatory swelling about 
the ulcer, edema incident to a low blood-plasma 
protein or to cicatricial contraction. Only when 
the lesion is proved to be permanent is surgery 
indicated. Before that decision is made the patient 
deserves a period of bed rest for the first few 
days, with constant suction on the stomach con- 
tents to keep the organ empty, and fluids, in- 
cluding, if necessary, whole blood or blood plasma, 
by vein. Such intravenous injections are especial- 
ly indicated if the plasma protein of the blood is 
low. Liquid and soft foods, including some pro- 
tein, should be given by mouth as soon as pos- 
sible. In some cases it may be possible to intubate 
the small bowel and feed into the duodenum or 
jejunum. Hot applications, preferably moist, are 
often helpful in relaxing spasm, and sometimes 
belladonna is effective. Only when, after such a 
period, the obstruction persists, as shown by con- 
tinued symptoms or roentgenologic study, should 
surgery be employed. In such cases of persistent 
organic obstruction of the pylorus, surgery is clear- 
ly indicated, and a gastroenterostomy is usually 
sufficient to bring about permanent relief. 

Hemorrhage is the third and commonest compli- 
cation of peptic ulcer. Its incidence is not known. 
In the literature one finds statements to indicate 
that it occurs in 20 to 40 per cent of cases, but 
these are based largely on hospitalized cases, which 
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include only the severest and most of those with 
extensive hemorrhage. On the other hand, many 
ambulatory patients have small hemorrhages that 
give rise to no symptoms, so that their feces are 
rarely examined. 

Severe hemorrhage, in any event, does not often 
develop in the patient who is on a proper ul- 
cer regimen. I do not believe that I have ob- 
served a hemorrhage of significant severity in a 
case under adequate treatment, except when the 
patient has been subjected to some unusual emo- 
tional strain or after some other digression from 
his routine of management. Prevention, therefore, 
is largely a matter of keeping the patient on his 
ulcer program. 

When marked hemorrhage does occur, one 
should first of all decide whether it is primarily 
a medical or a surgical problem. That will de- 
pend more largely on one’s training and experi- 
ence than on any available data from the litera- 
ture on the subject. Some surgeons believe that 
all such cases should be operated on within twenty- 
four to forty-eight hours; Finsterer? reported a 
mortality of only 5.9 per cent in a series of cases 
so handled. Other surgeons, notably Dr. Arthur 
W. Allen, of Boston, prefer to wait until the 
hemorrhage has ceased, but under certain condi- 
tions, — elderly patients who continue to bleed 
for two days,— Dr. Allen® operates in the midst 
of the hemorrhage; his mortality is 14 per cent. 
In spite of early operation, some surgeons have had 
a high mortality, even 60 per cent (Ross*). Dr. 
Allen has had a mortality of 33 per cent in his 
patients past fifty years of age. We have delayed 
operation until it was obvious that, except by means 
of a radical procedure, the patient would die; 
we have had only 5 such cases, and the patients all 
died following operation. For 383 operated cases 
collected from the literature Elsom and I° found 
a mortality of 28 per cent. 

On the other hand, for 5843 patients treated 
medically, we found the mortality to be only 8.7 
per cent, ranging for the different authors from 
0 to 25 per cent. In most cases the medical treat- 
ment has consisted of bed rest, starvation and 
morphine for the period of active bleeding, fol- 
lowed by the Andresen or the Sippy regimen. On 
this program, in our series of 49 cases, there was 
a mortality of 6.1 per cent. If we add to these 
our patients operated on after the cessation of 
hemorrhage, there were 63 cases, with a mor- 
tality of 63 per cent. 

Five series of cases, totaling 116, are reported 
in which no deaths occurred***; all of these were 
treated by prompt feeding. Meulengracht’s" to- 
tal series of 491 cases, all treated by prompt and 
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fairly adequate feeding, had a mortality of only 2 
per cent, and if to this are added other cases treated 
by his technic (a total of over 861 cases), the 
mortality is only 2.3 per cent. It seems, there- 
fore, that his procedure deserves special consid- 
eration. 

Meulengracht feeds his patients from the time 
of their hospitalization, even while still bleeding, 
and gives them six feedings a day of a generous 
diet, including ground meats, vegetable purées, 
bread and butter, tea and cereals. His program 
is based on the observations that exhausted under- 
fed patients often die of hemorrhage and that 
patients often stop bleeding in spite of feedings, 
and on the opinion that an empty stomach with 
free acid is not conducive to the healing of an ulcer. 

I was not greatly impressed by Meulengracht’s 
regimen at first, and suspected that he had in- 
cluded all cases with bleeding, but when I learned 
that a third of his cases had a hemoglobin reading 
of less than 50 per cent and that other clinicians 
using his feeding regimen were getting similar 
results, we cautiously began to feed our patients, 
even in the midst of hemorrhage. I confess that 
we have usually started with a somewhat simpler 
dietary but have rapidly included all the articles 
he advised. We have now had 28 cases with 
but 1 death—a 4 per cent mortality; the aver- 
age hemoglobin reading was 41 per cent. In one 
case the bleeding kept up for a week, and several 
transfusions were necessary to maintain a safe 
blood level. We finally operated because of the 
continued bloody stools, but at operation no blood 
was found in the stomach or duodenum and the 
resected ulcer showed fresh healing. Our series 
is small and with a larger one we may have less 
favorable results, but at least I am convinced 
that the feeding program is as safe as starvation, 
and certainly the patients, instead of being in an 
exhausted state and poor operative risks, are cheer- 
ful, contented and in good condition for any sub- 
sequently required operative procedure. 

Undoubtedly some patients will not survive any 
conservative program, and perhaps some of them 
could be saved by prompt operation, but it is 
impossible to pick out such cases in advance; 
if all are operated on, the mortality, even in 
Finsterer’s hands, is far greater than the medical 
mortality on the newer program. 

Let me make one other point in reference to the 
therapy of hemorrhage. It has been the custom to 
give morphine freely to the acutely bleeding cases. 
Morphine, however, secondarily relaxes the duode- 
num, which is unfavorable to the cessation of hem- 
orrhage. Some such drug may be necessary to 
quiet the fears of certain patients, but I have usu- 
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ally found the barbiturates, orally administered, 
equally effective and devoid of at least a theoreti- 
cal objection. This point deserves further observa- 
tion. 

Furthermore, I doubt the necessity of alkaline 
medication in bleeding ulcers and suspect that 
often it is a factor in the disturbed chemical condi- 
tion of the patient. Our patients have seemed to 
do equally well without any such medication. 

Finally we come to the question of malignant 
degeneration in gastric ulcer. Palmer’? believes 
that such a change never occurs, but that ulcera- 
tion develops in primarily malignant lesions and 
thot the malignant ulcer was always malignant. 
Other gastroenterologists and pathologists, how- 
ever, believe that a benign gastric ulcer may under- 
go secondary malignant change, and they therefore 
consider the malignant lesion a complication. The 
answer is uncertain, but at least some ulcers of 
the stomach are malignant, perhaps 5 to 10 per 
cent or more. 

Such a lesion, whether a peptic-ulcer complica- 
tion or not, is always to be managed surgically, 
unless, of course, it is obviously inoperable. The 
internist’s primary duty consists in making the 
diagnosis, and that is far from easy. The gas- 
troscope has been a great help, but even that pro- 
cedure is by no means infallible. Roentgen study 
often can establish the diagnosis, but not always 
in the early case, and it is only in the early case 
that one has a chance of curing the patient. Dr. 
Sara Jordan,” of Boston, has emphasized the sig- 
nificance of repeated roentgenologic studies, but 
even when the ulcer niche decreases with time one 
cannot be sure that the diminution has not re- 
sulted from filling of the crater with cancer tissue. 
The size of the lesion has been regarded as signifi- 
cant, all those larger than a fifty-cent piece being 
considered malignant, but everyone with experi- 
ence has known far larger lesions to heal rapidly 
and permanently on a simple medical regimen. Dr. 
George W. Holmes,’ of Boston, has rendered a 
great service by emphasizing the importance of 
the location of the lesion, those about the pylorus 
and along the greater curvature usually being ma- 
lignant and those of the mid-lesser curvature be- 
nign. 

The final decision of when to operate is difficult, 
and one must take into consideration all the fac- 
tors mentioned: size, location, roentgenologic and 
gastroscopic observations, response to therapy and 
the general state of the patient. I do not know 
the answer and have made mistakes both ways. 
One should tend always to err, if one must, on the 
side of safety for the patient. 

Finally, among the complications, though it is 
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not strictly speaking a complication, is the refrac- 
tory ulcer case—the type that, for some reason, 
does not respond to the usual sort of ulcer therapy. 
Such cases deserve, first of all, complete bed rest 
for a period of weeks, antispasmodics, sedatives, 
a strict dietary program and perhaps alkalies. In 
these alone I have found it helpful to introduce a 
tube into the stomach from time to time to de- 
termine definitely whether the gastric acidity is 
completely controlled. In such a way, some pa- 
tients can be relieved of symptoms, but even they 
usually have a recurrence under the slightest prov- 
ocation, and in most cases finally come to opera- 
tion. In these a gastroenterostomy is usually of 
no permanent help; only a properly performed 
gastric resection gives a satisfactory result. 

318 University Hospital 
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PELVIC DELIVERY UNDER LOCAL INFILTRATION ANESTHESIA* 
Cuartes Suetpon, M.D.7 


BOSTON 


N 1913, Gellhorn' advocated the use of local and 
spinal anesthesia in gynecology and obstetrics. 
In 1916 King described a technic of perineal anes- 
thesia in labor. Although Gellhorn,’ Rose,* Tor- 
land,® Greenhill,® O'Connor,’ Walker,* and Urnes 
and Timerman’® advocate local anesthesia for pel- 
vic delivery, the method has never become pop- 
ular in this country. In 1938 Bushnell’® sent 
questionnaires to ninety-six outstanding obstetri- 
cians scattered throughout the United States. An 
analysis of seventy-three completed questionnaires 
revealed that local anesthesia was used in only 
seven institutions. 

Greenhill’? and Adam’ describe the many ad- 
vantages of local anesthesia. When properly used 
the method has been proved to be efficacious.* * ® 
Because of the simplicity and obvious safety of 
local-infiltration anesthesia in obstetrics, it is hard 
to understand why the technic has not been more 
generally adopted. By and large, doctors are re- 
luctant to use local anesthesia for pelvic delivery 
for the following reasons: the value of complete 
amnesia during labor is overemphasized; lack of 
understanding in the preparation of novocain (pro- 
caine hydrochloride) solutions is a common deter- 
rent; local anesthesia requires more constant sur- 
veillance of the patient in labor than is necessary 
for some of the methods of analgesia and anes- 


*From the Department of Obstetrics, Harvard Medical School, and the 
Boston Lying-in Hospital. 

tAssistant in obstetrics, Harvard Medical School; assistant obstetrician 
to outpatients, Boston Lying-in Hospital. 


thesia now in vogue; it cannot be successful un- 
less the operator is familiar with the anatomy 
of the female perineum and external genitalia. 


ANATOMY 


The nerve distribution in the female perineum 
and external genitalia is shown in Figure 1. The 
pudic nerve leaves the pelvis through the great 
sacrosciatic foramen, passes along the outer aspect 
of the spine of the ischium, accompanies the pudic 
vessels upward and forward along the outer wall 
of the ischiorectal fossa in a sheath of the obturator 
fascia called Alcock’s canal, and divides into the 
perineal nerve and the dorsal nerve of the clitoris. 
The inferior hemorrhoidal nerve branches off the 
pudic trunk before its terminal division. These 
nerves pass through the ischiorectal fossa and sup- 
ply the skin of the perineum, the labia minora, 
the greater part of the vagina, a part of the labia 
majora and parts of the anus. 

The small sciatic nerve also emerges from the 
pelvis through the great sacrosciatic foramen and 
supplies the skin of the perineum and of the 
back part of the thigh and leg. It gives off the 
inferior pudenal nerve, which curves forward be- 
low the tuberosity of the ischium, pierces the fascia 
lata, and proceeds forward beneath the superficial 
perineal fascia to supply the skin of the labia, com- 
municating with the superficial perineal and in- 
ferior hemorrhoidal branches of the pudic nerve. 

The ilioinguinal nerve issues from the external 
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abdominal ring and supplies the skin of the upper 
and inner part of the thigh and the skin of the 
labia. 

The pelvic branches of the second, third and 
fourth sacral trunks run forward on either side 
of the rectum, unite with the sympathetic ganglion 
that lies between the rectum and the cervix, and 
supply the bladder, the uterus, the upper part 
of the rectum and the lower part of the pelvic 
peritoneum. 

The technic of infiltration anesthesia outlined in 
this paper blocks the branches of the pudic nerve, 
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ing for three to five minutes or by autoclaving 
for five minutes at five pounds’ pressure. When- 
ever possible the solution should be made with 
sterile physiologic saline solution. Uniformly good 
results are obtained with a 1 per cent solution. 
For home delivery, the solution may be prepared 
in the following manner: A 250-cc. Pyrex Erlen- 
meyer flask is immersed in boiling water for ten 
minutes. To the sterile flask is added about 100 
cc. of sterile normal saline solution or ordinary 
boiled tap water and ten novocain “A” tablets 


(Winthrop). The mouth of the flask is covered 


Ficure 1. Diagrammatic Representation of Blockage of the Nerve Supply of the Perineum and 
External Genitalia through Local Infiltration Anesthesia. 

A= pudic nerve; B= perineal and labial branches of the pudic nerve; C= dorsalis 

clitoridis nerve; D = inferior hemorrhoidal nerve; E= small sciatic nerve; F = inferior puden- 

dal branch of the small sciatic nerve; G= superficial perineal nerve; H= ilioinguinal nerve. 


the inferior hemorrhoidal nerve, the perineal 
branches of the small sciatic nerve and the labial 
branch of the ilioinguinal nerve. 


EQuiIPMENT 


Novocain 


A considerable part of the success of this method 
depends on the proper preparation of the novocain 
solution. Most hospitals subject novocain solu- 
tions to the sterilizing technic that is used for 
dry goods and other equipment. This often re- 
sults in a partial decomposition of the product 
so that it is inferior from the anesthetic stand- 
point and may also contain elements that have 
a mildly toxic effect on the tissues.** Ideally, novo- 
cain solutions should be prepared the day they 
are used and should be sterilized either by boil- 


with a sterile gauze square, held in place by a 
rubber band. The solution is then brought to a 
boil. When cool, it is ready for use. 

Novocain “A” tablets contain suprarenin, which 
gives the solution a hemostatic effect and also 
prolongs its anesthetic action. If pure novocain 
is used, 10 minims of a 1: 1000 solution of adren- 
alin should be added to each 100 cc. of solution. 
Solutions containing epinephrine should not be 
subjected to prolonged boiling or autoclaving, be- 
cause epinephrine is not heat stable. Novocain- 
suprarenin solutions in ampules are convenient for 
delivery in the home. 


Syringes and Needles 


Any 10-cc. glass syringe will suffice for the in- 
jection of the novocain solution; but a needle- 
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locking syringe, such as the Luer-Lok type, is 
advantageous. 

There should be three sizes of needles. A 1%4- 
inch, 24-gauge Yale hypodermic needle, is used for 
intracutaneous and subcutaneous injections (Fig. 
1). Three-inch, 20-gauge and 5-inch, 20-gauge 
Luer-Lok needles are desirable for infiltration of 
the deeper tissues. An ordinary hypodermic needle, 
a Wassermann needle and a spinal-puncture needle 
can be used perfectly well if the needles recom- 
mended are not available. The needles should 
have a short bevel, so that there will be less like- 
lihood of puncturing blood vessels. 


Conpuct oF LABor 


No standard procedure is utilized for the selec- 


tion and dosage of analgesic agents used during 
labor. Roughly, however, the first stage of labor 
is divided into three phases. 


Phase 1. As soon as it is established that the 
patient is in true labor and that the contractions 
are causing distress to the patient, a sedative is ad- 
ministered. If it seems likely, from an evaluation 
of the type of contractions and of the dilatation 
of the cervix, that labor will continue for more 
than four hours, ¥% gr. morphine sulfate and 1/200 
gr. scopolamine hydrobromide are given subcuta- 
neously. 

Phase 2. In the middle of labor, as the action 
of the morphine and. scopolamine wears off and 
more medication is needed, Seconal or pentobar- 
bital sodium in doses of 3 to 44% gr. will give 
the necessary relief. The former acts quickly and 
has a shorter action and is thus quite satisfac- 
tory for the conduct of these cases. 

In some patients, this and the first phase merge 
into one another, and the labor appears to be 
one that will progress rapidly. In these cases the 
morphine, and often the scopolamine, are omitted. 

Phase 3. The latter part of the first stage of 
labor can be made quite bearable for the patient 
by administering a few breaths of nitrous oxide 
with each pain. The face mask is removed after 
the contraction passes. Gas analgesia is contin- 
ued until the baby’s head strikes the pelvic floor. 
Ether, with each contraction, is satisfactory for the 
conduct of home delivery. In 1916 Hoag*® pro- 
posed the combined use of scopolamine, nitrous 
oxide and oxygen, and local infiltration for pelvic 
delivery. His perineal infiltration was, however, 
inadequately performed. 

Local anesthesia cannot be properly utilized if 
the patient receives analgesic and amnesic drugs 
during labor in amounts that produce irrationality, 
restlessness and inability to co-operate. Inhalation 
analgesia is ideal because of its transitory effect, 
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thereby making it possible for the patient to re- 
ceive relief from pain and still retain the ability 
to co-operate when expulsive efforts are needed in 
the second stage. Inhalation analgesia is omitted 
when patients are comfortable without it or if 
the patient suffers from lung disease, such as acute 
upper respiratory infection, pneumonia or pul- 
monary tuberculosis. 

It may not be feasible to produce analgesia dur- 
ing labor in the home. Local anesthesia is par- 
ticularly desirable in these cases because it renders. 
the actual delivery process essentially painless and 
affords the patient much relief that otherwise 
would not be available. 


TECHNIC OF PERINEAL INFILTRATION 


Since parasacral conduction anesthesia and pudic 
block’® are technically too difficult for the average 
doctor engaged in obstetric practice, an attempt 
has been made to develop a technic of local in- 
filtration that can be simply done and will never- 
theless be effective from the patient’s standpoint. 
It is not greatly different from the method orig- 
inally described by King’ and later used by Tor- 
land, Walker® and Urnes and Timerman.® 

A multiparous patient should be infiltrated as. 
soon as the cervix is fully dilated, unless there 
is good reason to believe that the second stage of 
labor will be prolonged because of mild dispro- 
portion, unrotated posterior position or the like. 
A primiparous patient is infiltrated when the ba- 
by’s head strikes the perineum and begins to dis- 
tend the vulval tissues. 


Preparation of the Patient for Delivery 


The patient receives nitrous oxide and oxygen 
while the perineum is being prepared. This pre- 
vents the pain associated with the contact of chem- 
ical solutions with the vulvovaginal tissues. This 
discomfort lasts only two or three minutes, and 
the inhalation is therefore carried out only for 
a comparable length of time. Inhalation analgesia 
is omitted during preparation of the patient for de- 
livery if nonirritating solutions — soap and water 
and 1 per cent Lysol or 1:5000 mercury bichloride 
—are used, which is usually the case in deliveries 
in the home. 


Area of Infiltration 


Five wheals are made at points demonstrated in 
Figure 1. The nerves are then blocked according 
to the following technic. 

The labial branches of the ilioinguinal nerves 
are anesthetized by injecting 5 cc. of novocain 
solution downward toward the external abdominal 
ring from Wheal I and fanned out in an area above 
and lateral to the clitoris. 
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Through guidance of a finger of the gloved hand 
in the vagina, the pudic, inferior hemorrhoidal 
and inferior pudenal nerves are anesthetized by in- 
serting the 3-inch needle at Wheal II and inject- 
ing 10 cc. of novocain solution into an area medial 
and posterior to the ischial tuberosity. The 
plunger of the syringe is drawn back to determine 
whether the needle is in a blood vessel, because 
intravenous injections may cause undesirable re- 
actions. 

Infiltration of the ischiorectal fossa is best done 
with the five-inch needle. The area of infiltration 
should be fan shaped and should extend from the 
pubic ramus above to a line connecting the anus 
with the ischial tuberosity below. Infiltration me- 
dial to the descending ramus of the pubic bone 
blocks those branches that escape the deep injec- 
tion at Wheal II. Approximately 10 cc. of solu- 
tion is needed for infiltration of the ischiorectal 
fossa. This infiltration is always carried out with 
the needle in motion to avoid intravenous injec- 
tions. 

Through Wheal III a crescent-shaped area of in- 
filtration of the perineum is made above and lat- 
eral to the anus. The rectovaginal septum is then 
infiltrated upward and laterally for a distance of 
5 or 7 cm. under guidance of a finger in the 
vagina. Infiltration of the perineum and _ recto- 
vaginal septum requires another 10 cc. of solution. 

The amount of solution injected at various points 
is only roughly approximate, and the total varies 
between 50 and 70 cc. 


ConDUCT OF THE DELIVERY 


The five original skin wheals are satisfactorily 
placed for the application of towel clips to hold 
the sterile drapes in position during delivery. 

If nurses or other attendants support the pa- 
tient’s legs, this will contribute to her comfort 
and facilitate delivery. A small pillow in the lum- 
bar region helps to prevent backache. 

Following the above infiltration, the patient is 
allowed to bear down with the contractions for 
fifteen or twenty minutes before anything active 
is done about delivery. At this time, if deliv- 
ery is not progressing rapidly, an episiotomy is 
performed, sterile green soap solution is instilled 
in the vagina, and the forceps are gently applied 
to the baby’s head. With succeeding contractions, 
gentle traction is exerted on the forceps at the 
time the patient bears down. Traction is discon- 
tinued as the contraction passes. Unless there is 
cephalopelvic disproportion or malrotation of the 
head, the delivery is promptly carried out. One 
or two minims of posterior-pituitary extract will 
often obviate forceps delivery. 
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It is almost never necessary to give inhalation 
analgesia at the time of contractions after the in- 
filtration has had time to take effect. On the 
other hand, a few breaths of nitrous oxide and 
oxygen or ether with each pain will suffice to 
control patients with nervous dispositions. 

One-sixth grain of morphine sulfate is given sub- 
cutaneously as soon as the baby is born. 

After delivery the perineum is expeditiously su- 
tured. If the perineal laceration extends beyond 
the level of the original infiltration, a slight amount 
of solution injected at the upper angle will prompt- 
ly produce anesthesia of the rectovaginal tissues 
so that the laceration can be repaired without 
discomfort to the patient. 

Expulsion of the placenta completes the delivery. 


PracTICAL CONSIDERATIONS 


Period of anesthesia. Anesthesia is usually ade- 
quate for one and a half to two hours from the 
time of infiltration. 

Local tissue relaxation. ‘The local infiltration 
of tissues with novocain produces muscular relaxa- 
tion. This facilitates delivery and helps to prevent 
extensive episiotomies or perineal lacerations. 

Blood loss. Since the patient is not under gen. 
eral anesthesia, local tone of the uterine muscle 
remains normal, with the result that bleeding is 
the same as in delivery without anesthesia. The 
suprarenin in the novocain solution prevents, 
through its action on the blood vessels, excessive 
bleeding from the perineal tissues. 

General condition of the mother. The removal 
of pain stimuli with local anesthesia and the per- 
formance of episiotomy and low-forceps delivery 
avoid maternal exhaustion associated with a pro- 
longed second stage of labor and the dangers that 
inevitably accompany inhalation anesthesia. The 
pulse rate and blood pressure are almost invariably 
comparable before and after delivery. 

Very often, even with no inhalation analgesia at 
the time of the contractions, the mother has no 
sensation whatever of the birth of the baby, yet 
she is aware that she plays a part in the birth 
process because she pushes the baby out of the 
birth canal, either with or without assistance from 
the attending physician. She can see her baby 
as soon as it is born, and this often makes a pro- 
found and desirable impression on her psyche. 

Condition of the baby. The baby responds to 
the birth process under local anesthesia just as if 
the delivery were conducted without anesthesia. 
In some respects it is probably in better condition, 
because the second stage of labor is shortened, 
thereby avoiding undue molding of the head and 
diminishing the dangers of cerebral anoxia. The 
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baby breathes and cries spontaneously and prompt- 
ly in 95 per cent of the cases, often crying before 
the entire body is delivered. That atelectasis may 
occur from depression of respiration from anoxemia 
due to causes other than analgesia and anesthesia 
is indubitable, but atelectasis should be exceeding- 
ly rare when babies are delivered under local anes- 
thesia. Furthermore, the gentleness that is pos- 
sible in performing forceps delivery with infiltra- 
tion anesthesia diminishes to a minimum the dan- 
gers of cerebral damage. 


CoNCLUSIONS 


Assuming that local perineal anesthesia has not 
been used extensively in obstetrics because of a 
lack of appreciation of the ease with which deliv- 
eries may be conducted with this method, an at- 
tempt has been made to outline in some detail the 
exact technic of delivery under local anesthesia 
that, in the author’s hands, has been eminently 
satisfactory in 64 cases. If the details of the con- 
duct of labor and delivery outlined above are as 
scrupulously observed as the details recommended 
by surgeons in performing thyroidectomy under 
local anesthesia, the method is almost always suc- 
cessful. The preparation of the novocain solution, 
the conduct of the labor and the execution of the 
delivery are as important as the method of perineal 
infiltration. The procedure is, however, technical- 
ly within the scope of any physician qualified to 
undertake obstetrics. 
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It is believed that small doses of sedatives dur- 
ing labor, in addition to local anesthesia for de- 
livery, give the most satisfactory results in normal 
and low-forceps deliveries. Furthermore, sponta- 
neous breech deliveries,® manual rotation of the 
head, Scanzoni’s operation,® the delivery of face 
and brow presentations after flexion, and even mid- 
forceps deliveries can often be conducted under 
local infiltration anesthesia. 

270 Commonwealth Avenue 
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CARCINOMA OF THE ESOPHAGUS DEVELOPING IN 
BENIGN STRICTURE* 


Epwarp B. Bevepict, M.D.7 
BOSTON 


A LTHOUGH the etiology of carcinoma of the 
esophagus is unknown, the fact that trauma 
and chronic irritation may play a part in its de- 
velopment, as elsewhere in the body, is evidenced 
by the occasional development of carcinoma in a 
benign stricture. In the literature 31 cases of car- 
cinoma developing in benign lesions are reported. 
To these I add 2 cases of my own, from a total of 
40 cases of carcinoma. A complete tabulation is 
given in Table 1. 

Certain comments on the table mentioned above 
are indicated. Statistically the figures are not of 
great value, since they are incomplete, not only in 
the total number of cases of esophageal carcinoma, 


From the Massachusetts General Hospital. 
tAssistant in surgery, Harvard Medical School; assistant surgeon, Massa- 
chusetts General Hospital. 


but also in the etiology of the stricture. In 220 
cases of carcinoma of the esophagus (Feilchen- 
feld,® Redlich,” Bejach,? Benedict), benign stric- 
ture was considered a predisposing factor in 12, 
an incidence of 5.5 per cent. Actually the inci- 
dence is probably very much lower than this, for 
of course many physicians seeing carcinoma of the 
esophagus may never see a case arising in a benign 
lesion. Of 33 cases listed above, 16 are known to 
have occurred following lye burns. In many oth- 
ers, the etiology is not given. R6épcke’s® case, which 
followed trauma and scarring owing to a bone frag- 
ment, is most interesting and, apparently, very un- 
usual. Vinson’s'® cases associated with cardio- 
spasm and hysterical dysphagia are of interest but 
not altogether convincing. Indeed, in his recent 
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excellent treatise’® on the esophagus, he refers to 
6 cases that followed lye burns, and states, “Car- 
cinoma rarely occurs in the esophagus in associa- 


Taste 1. Incidence of Primary Benign Lesions in Cases 
of Carcinoma of the Esophagus. 


CANCER OF 
INCIDENCE 
Cases ETIOLOGY OF OF 
ALL WITH BENIGN PRIMARY 
AUTHORITY Date Cases PRIMARY LESION BENIGN 
BENIGN ESIONS 
LESIONS 
% 
Neumann? 1861 1 
Ropcke*® 1889 1 Foreign body — 
Cattell* 1896 1 Lye “= 
Feilchenfeld® 1901 58 4 Lye (1) 6.9 
Teleky® 1904 ~~ 1 Lye — 
Redlich? 1907 55 2 _ 3.6 
Morton® 1912 1 Lye 
Bejach® 1917 67 4 — 6.0 
Yamagiva and Endo? 1919 1 
Hoston! 1919 | Lye 
Schirmer! 1923 1 
Henninger™ 1932 -- 1 Lye 
Magnusson! 1932 1 Lye 
Myerson?® 1933 1 Lye 
Vinson?® 1933 3 Lye 
Cardiospasm 
Hysterical 
dysphagia 
de Zalka™ 1935 1 Lye 
Vinson® 1940 5 Lye (5) 
Benedict 1940 40 2 Lye 5.0 
Congenital 
Totals 33 Lye (16) 


Miscellaneous (4) 
Not reported (13) 


tion with other obstructive lesions”; and later, in 
discussing complications of hysterical dysphagia, 
he says, “Carcinoma has not occurred with sufhi- 
cient frequency in patients with hysterical dys- 
phagia to justify the assumption that the two con- 
ditions are related etiologically.” He therefore 
seems to have modified his earlier opinion. Rake,?® 
on the other hand, reports having seen 3 cases of 
carcinoma of the esophagus that arose in associa- 
tion with achalasia of the cardia. He postulates 
the theory that achalasia, or failure of the cardia 
to relax, leads to stagnation, esophagitis, shallow 
ulcers, epithelial hyperplasia and benign papillo- 
mas that eventually become malignant. This 
theory applies equally well to the occurrence of 
carcinoma in any benign stenosis of the esopha- 
gus. In any event, a lye burn is the one outstand- 
ing type of benign esophageal lesion that seems to 
play a role in the later development of carcinoma. 

My first case, however, concerns a patient whose 
carcinoma arose in an area of congenital stenosis. 


Case Reports 


Case 1. D.G. (P.H. No. 162587), a 58-year-old man, 
was admitted to the Phillips House on November 14, 1938, 
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complaining of inability to swallow food. The history 
dated back to infancy. He had always regurgitated, and 
at the age of 17 had been unable to tolerate solid food 
until bougies were passed. Since then there had always 
been more or less difficulty in swallowing, although 
the patient had been able to get along quite satisfactorily 
until 1 month before entry, when he began to have low 
substernal distress. For 4 days before entry, he had been 


Case 1. 


X-ray appearance of a carcinoma of esophagus devel- 
oping in a congenital stricture. 


Ficure 1. 


unable to take adequate amounts of food and had re- 
gurgitated blood-streaked material, together with all food 
eaten. 
Physical examination revealed no relevant findings. 
X-ray examination of the esophagus (Fig. 1) was inter- 
preted as follows: 


There is an annular constriction of the esophagus, 
about 5 cm. long, just below the bifurcation of the 
trachea; the esophagus above it is considerably dilated, 
and there is visible peristalsis in it, and at times spas- 
modic contraction. The outline of the esophagus 
above the constriction is somewhat blurred, suggest- 
ing prominent mucosal folds. In the constricted area, 
the margins are distinctly ragged, and normal mucosa 
is not visible. Below the involved area, the esophagus 
appears normal. There is no evidence of an extrinsic 
mass. Films of the chest show no evidence of disease 
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in the lungs, pleura or mediastinum. The heart 
shadow is moderately enlarged. Conclusions: the ex- 
amination shows moderate enlargement of the heart, 
stricture of the esophagus at the junction of the mid- 
dle and lower thirds and dilatation of the esophagus 
above the stricture; it also shows changes in the mu- 
cosal pattern, which could be due to either an in- 
flammatory process or a new growth. 


Esophagoscopy under local anesthesia on November 16 
was reported as follows: 


The upper esophagus showed some _ thickening 
and reddening of the mucosa, indicative of chronic 


Ficure 2. Case 1. 


Pathologic fracture of the scapula — metastatic from 
a carcinoma of the esophagus. 


esophagitis. At a point 35 cm. from the upper in- 
cisors, there was marked narrowing of the lumen, 
with a red, slightly nodular and slightly ulcerating le- 
sion that appeared to involve the right lateral wall, 
and part of the anterior and posterior walls. Several 
specimens of tissue were taken from this region. 
Esophageal bougies (No. 12 to No. 20) were passed 
through the stenotic area into the stomach; No. 20 
was definitely tight. There was only a small amount 
of bleeding. 


The biopsied specimens were reported as showing no 
evidence of cancer. The examination was therefore re- 
peated on November 25, when more satisfactory speci- 
mens of tissue were obtained; these were reported as 
showing highly undifferentiated carcinoma (Grade IV). 
In spite of x-ray treatment, esophagoscopic bouginage and 
tube feeding through an inlying duodenal tube, passed at 
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the time of esophagoscopy, the patient failed very rapidly, 
and died on January 6, 1939, 

An interesting complication in this patient was the de- 
velopment of a pathologic fracture through the neck of the 
scapula, sustained when he was being moved from his bed 
to a litter. X-ray examination of the scapula (Fig. 2) on 
November 28 was reported as follows: 

The films show a fracture through the neck of the 
scapula; and near the lower border of the scapula, in 
the region of the fracture, there is a round, sharply 
defined area of diminished density, about 1 cm. in 
diameter, which has the general appearance of a 
metastatic nodule. The other bones visible on these 
films show no evidence of disease. 

Autopsy. Post-mortem examination showed epidermoid 
carcinoma (Grade IV) of the esophagus, with metastases 
to the mediastinal, retroperitoneal and mesenteric lymph 
nodes, and to the liver, kidney, jejunum, pleura, vertebrae 
and scapula. 


The highly undifferentiated epidermoid carci- 
noma apparently developed in this patient in the 
region of an old congenital stricture. There was 
no history of ingestion of lye, or of a foreign 
body, yet the difficulty in swallowing dated from 
infancy. The conclusion therefore seems justifiable 
that this carcinoma arose in an area of chronic 
irritation, produced by a congenital stricture. The 
diagnosis was positively established by esopha- 
goscopy, and bouginage was carried out under 
direct vision through the esophagoscope. 


Cast 2. H.W. (B.M. No. 226639), a 35-year-old man 
was admitted to the Baker Memorial Hospital on De- 
cember 5, 1939, complaining of difficulty in swallowing 
of 34 years’ duration. At the age of 15 months he swal- 
lowed lye and required a gastrostomy for feeding. Dila- 
tations of the esophagus were performed, so that he was 
finally able to swallow solid food. However, about once 
a year food would stick in his throat and bouginage was 
necessary. 

Physical examination was essentially negative. 

X-ray study of the esophagus (Fig. 3) on December 8 
was reported as follows: 

The esophagus shows diffuse reduction in its size, 
as well as five constrictions about equally distributed 
from the upper orifice to the lower orifice. There is 
no peristaltic activity at any point in the esophagus. 
The upper end shows the most marked constriction. 
The mucosa of the segment of the esophagus, about 5 
cm. in length, just opposite the episternal notch, ap- 
pears grossly irregular, and at one point there is a 
definite ulcer, about 1.5 cm. in diameter. This ulcera- 
tion apparently lies on the right posterior wall and is 
surrounded by an area of induration, about 3 cm. 
in length. There is no obvious soft-tissue mass, and 
the trachea is neither displaced nor deformed. The 
lower end of the esophagus is the next smallest point, 
but this does not produce obstruction, There is a 
diaphragmatic hernia. Conclusions: the picture is ex- 
tremely complicated owing to the old diffuse fibrosis 
secondary to the ingestion of lye; I believe that the 
lesion in the upper end that appears ulcerated is due 
to carcinoma. 

Esophagoscopy under local anesthesia was done on De- 
cember 6. This was before the x-ray study. It was re- 
ported as follows: 
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The epiglottis was normal. The arytenoids and 
vocal cords were of normal size and motility. The 
lesion could not be demonstrated with the esophageal 
speculum. A 9-45 esophagoscope passed about 1 cm. 
beyond the cricopharyngeal muscle, where it met 
obstruction by a constricting lesion, apparently a 
benign stricture. Esophageal bougies (No. 10 and No. 
12) passed through the stricture for a distance of 
about 15 cm., where they met some resistance; No. 12 
was tight. No view could be obtained beyond the 
stricture of the area suspected of being cancerous. It 


Ficure 3. Case 2. 


Multiple lye strictures of the esophagus, with caret- 
nomatous degeneration of the upper stricture. 


was not thought wise to attempt the removal of tissue 
blindly through the stricture. Tissue from a slight 
roughening of the mucosa on the posterior wall proxi- 
mal to the stricture was removed and sent in Bouin’s 
solution to the laboratory. Conclusions: probably 
benign stricture of the upper esophagus due to lye; 
carcinoma not excluded. 


The pathological report showed no evidence of carcinoma. 


Following the dilatation, the patient’s swallowing 
was very much improved. Because of the negative 
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pathological report, however, esophagoscopy was repeated, 
December 12, and reported as follows: 


The esophagoscope passed readily to a point about 
2 cm. below the cricopharyngeal muscle, where it 
met complete obstruction. The small lumen previ- 
ously established was readily visualized. Esophageal 
bougies (No. 8 to No. 22) passed without difficulty 
through the stricture; No. 24 seemed tight and could 
not be passed. After dilatation of the narrowing, it 
was impossible to see clearly any nodular lesion, but 
the ball forceps and cutting forceps were passed 
through the stricture; specimens were taken of the 
region beyond the stricture. At least five or six satis- 
factory specimens were obtained, and had the appear- 
ance of cancerous tissue. 
The pathological report was slowly growing epidermoid 
carcinoma (Grade I 
Following the second esophagoscopy, there was fur- 
ther improvement in swallowing, and the patient was 
able to take an adequate soft-solid diet. He gained so 
much in weight and strength that an attempt at esopha- 
gectomy was advised. A preliminary jejunostomy was 
performed January 6, 1940. On February 5, the esophagus 
was explored through a transverse neck incision and also 
through a thoracotomy incision. The upper edge of the 
tumor was felt at the thoracic inlet, but the esophagus 
could not be separated from the trachea, because of ad- 
hesions. The lung was also adherent and intimately 
fused to the mediastinum. The mediastinum over the 
esophagus and trachea was a firm mass of inflammatory 
tissue. The esophagus, therefore, could not be isolated 
either above or below the tumor, so that the attempt at 
esophagectomy was abandoned. Following operation, the 
temperature, pulse and respirations were elevated, with 
sepsis in the neck wound. From this point on he failed 
rapidly, and died February 22. Autopsy was not per- 
mitted. 


In this patient there was a history of the inges- 
tion of lye at the age of fifteen months, followed 
by multiple strictures of the esophagus, with de- 
velopment of epidermoid carcinoma (Grade I) 
after a lapse of about thirty-four years. Biopsy 
through the esophagoscope was difficult in this 
patient owing to narrowing above the site of the 
neoplasm. After dilatation, however, a satisfac- 
tory biopsy was obtained. Esophagectomy was im- 
possible owing to multiple adhesions, presumably 
largely the result of the lye injury. 


CONCLUSIONS 


Two cases of carcinoma of the esophagus de- 
veloping in benign stricture are reported. One 
arose at the site of a congenital stricture, the other 
at the site of a lye burn. 

The literature has been carefully reviewed, and 
the possible etiologic factors briefly discussed. Car- 
cinoma developing in a benign stricture is rare. 
It has been more commonly reported following 
lye burn than in association with any other type 
of benign stricture. 

The importance of esophagoscopy under local 
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anesthesia in the diagnosis and treatment of these 
cases is emphasized. 
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INTRAVENOUS DRIP ADMINISTRATION OF AUTONOMIC DRUGS* 


ApraHaM Myerson, M.D.,+ anp Jutius Loman, M.D.t 


BOSTON 


| Meare the introduction of drugs into 
the body by the method of intravenous drip 
has received great impetus by the work of Hirsh- 
feld, Hyman and Wanger,’ Hyman and Hirshfeld? 
and others.** The advantages of the drip method 
are obvious. Not only may subtoxic amounts of 
drugs be infused at any desired rate, but a con- 
tinuous action of a drug may be maintained for a 
long time. Furthermore, the undesirable reactions 
following massive administration of a drug may 
be prevented by slow intravenous infusion. For 
example, in the treatment of asthma, a single large 
dose of epinephrine may produce a severe reaction, 
whereas repeated doses of the drug may stop the 
asthmatic attack if it is severe or prolonged. 
Colmes’ has demonstrated that slow intravenous 
drip of adrenalin may overcome these disadvan- 
tages in the treatment of severe cases of asthma. 

In the treatment of other conditions, the method 
of intravenous drip offers possible advantages. 
Thus it occurred to us that a group of autonomic 
drugs, the actions of which one of us” has stud- 
ied intensively, might have clinical usefulness when 
given by slow intravenous infusion. Accordingly 
we studied the effect by this method of certain 
drugs: adrenergic or sympathomimetic and cholin- 
ergic or parasympathomimetic. 

The patients were passive cases of dementia 
praecox; their general physical condition was 
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good and their pharmacologic reactions were 
known to us from previous work in autonomic 
pharmacology. 

The drugs were added to physiologic saline solu- 
tion. The rate at which the solutions were given 
depended on the effects obtained; it was varied 
from patient to patient and was easily controlled 
by means of a Kelly drip tube interposed in the 
infusion system. The effect that served as a guide 
with the adrenergic drugs was a rise in blood pres- 
sure and its constant maintenance at the desired 
level, and with the parasympathomimetic drugs, 
either moderate sweating or a definite drop in 
blood pressure. In every case the time of the ex- 
periment lasted from one to two hours. 


REsuLts 

Adrenergic or Sympathomimetic Drugs 

Amphetamine (Benzedrine) sulfate. Any desired 
level of blood pressure was maintained with solu- 
tions containing 50 mg. in 200 cc., depending on 
the rate of administration. As with the intravenous 
or intramuscular injection of amphetamine sul- 
fate,” the pulse rate showed no change, unless the 
blood pressure was raised to moderate or high 
levels. A typical experiment is as follows: 


J.H. At 9:55 am. the blood pressure was 132/80, 
the pulse rate 72. Amphetamine sulfate was started at 
about 30 drops per minute. At the end of 7 minutes 
the blood pressure was 148/90, the pulse rate 68. In 15 
minutes the blood pressure was 160/90, the pulse rate 68. 
One half hour after the experiment started, at 15 drops 
per minute the pulse rate was still 68, the blood pressure 
164/90. In 1 hour the blood pressure had reached 
176/100, the pulse rate was 68, and the rate of adminis- 
tration was reduced to 12 or 15 drops per minute. The 
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blood pressure then remained at the level of 176/100 
until the end of the experiment, 2 hours after its in- 
ception. 

Thus in this patient, as in the others in whom this 
drug was used, it was possible to maintain a uni- 
form hypertension with from 15 to 30 drops a 
minute —a relatively small amount of liquid that 
could not in any way overburden the heart or cir- 
culation. In most patients, increased talkativeness 
occurred. 

Beta-parahydroxyphenylisopropylamine  (Pare- 
drine). Since Paredrine has a relatively more 
powerful effect on the blood pressure than amphet- 
amine sulfate,‘ weaker concentrations were used 
than with the latter drug. Thus 20 mg. of Pare- 
drine in 200 cc. of physiologic saline, given at a 
rate ranging between 20 and 50 drops a minute, 
maintained the blood pressure at a high level for 
any desired period. As with amphetamine sulfate, 
slowing of the pulse depended on the height of the 
blood pressure. 

Propadrine hydrochloride. Propadrine was given 
in stronger concentrations than the former two 
sympathomimetic drugs because of its relative- 
ly less powerful effect on the blood pressure. 
Thus 200 mg. in 200 cc. of physiologic saline at a 
rate varying between 30 and 60 drops a minute gave 
the desired increases in the blood pressure. The 
pulse rate diminished, depending on the degree of 
increase of blood pressure. The results obtained 
with Propadrine, as with Paredrine, differed from 
those with amphetamine sulfate in that psycho- 
logic effects were absent. 

Adrenalin. One to 2 mg. of adrenalin in 200 cc. 
of physiologic saline solution, given at a rate be- 
tween 20 and 30 drops a minute, caused an increase 
in the blood pressure. With the rise in blood pres- 
sure, however, the patient experienced discomfort, 
which was associated with pallor and weakness. 
Diminution of the rate of administration caused 
sudden falls in blood pressure and a disappearance 
of the undesired side effects. This drug, because of 
its rapidity of action, seemed more difficult to con- 
trol than amphetamine sulfate, Paredrine or Pro- 
padrine. 


Cholinergic or Parasympathomimetic Drugs 
Acetyl-beta-methylcholine chloride (Mecholyl). 
From 10 to 20 mg. of Mecholyl in 200 cc. of physi- 
ologic saline was used. The mild effects of the 
drug, —that is, sweating, salivation, lacrimation, 
increased pulse rate and diminution of blood pres- 
sure, — could be obtained in any degree, depending 
on the rate of infusion; mild sweating and saliva- 
tion could be obtained so that little, if any, effect 
on the vascular system resulted. When the drug 
was given at a greater speed, the latter changes 
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could also be obtained. These results corroborated 
previous experiments in which it was shown that 
an increased rather than a diminished pulse rate 
was the usual effect of small doses of Mecholyl.™ 
One of the patients had urgency of urination dur- 
ing the administration of the drug. It is to be kept 
in mind that with the administration of Mecholyl 
by any method, atropine sulfate should be ready 
for intravenous administration to check ill effects, 
since some people are definitely oversusceptible 
to the drug. 

Furfuryl trimethyl ammonium iodide (Fur- 
methide). Furmethide was given in doses of 50 
mg. in 100 cc. of physiologic saline. This drug, 
which we previously studied,’? showed many of 
the parasympathomimetic effects that follow the 
administration of Mecholyl, that is, flushing, sweat- 
ing and increased pulse rate. Unlike Mecholyl, 
however, it caused a slight increase in the blood 
pressure. The degree of effect of the drug could 
be readily maintained according to the speed of 
infusion. 


SUMMARY 


The sympathomimetic drugs, amphetamine 
(Benzedrine) sulfate beta-parahydroxyphenyliso- 
propylamine (Paredrine) and Propadrine hydro- 
chloride may be given by the intravenous drip 
method for a prolonged period. A rise in blood 
pressure to a desired level can easily be obtained, 
and can be maintained indefinitely. The effect ob- 
tained with adrenalin is not so satisfactory as that 
with amphetamine sulfate, Paredrine or Propa- 
drine, since it is difficult to maintain a continuous 
hypertension without undesirable side effects. 

The parasympathomimetic drugs, acetyl-beta- 
methylcholine chloride (Mecholyl) and furfuryl 
trimethyl ammonium iodide (Furmethide), may 
likewise be administered by the intravenous drip 
method, producing constant physiologic effects 
over a prolonged period, the rate of the effect being 
proportionate to the rate of drip administration. 

From the clinical point of view, the drip method 
of administering the sympathomimetic drugs may 
be useful. For example, amphetamine sulfate, 
Paredrine or Propadrine may be added to fluids 
given during the course of operations when it is 
desirable to increase or prevent a fall in blood pres- 
sure. For such purposes these drugs may be more 
useful than adrenalin in certain cases. 

Amphetamine sulfate, as we have shown else- 
where,’* ** has an opposing effect on the action 
of the barbiturates. We suggest, therefore, its 
utilization by the drip method in the treatment of 
barbiturate intoxication. 
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Since Mecholyl and other parasympathomimetic 
drugs are useful in the control of postoperative dis- 
tention of the bladder and bowel, it is also sug- 
gested that the drip method may be efficacious in 
controlling these complications. 
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CARCINOMA OF THE CERVIX* 
A Review of 200 Cases Treated with Radium 
Grorce C. Wikins, M.D.7 


MANCHESTER, NEW HAMPSHIRE 


LL the cases of carcinoma of the cervix re- 

viewed in this paper were treated with ra- 
dium only, and the therapy administered by the 
author or his associate, Dr. George F. Dwinell. 
With the exception of the few cases treated dur- 
ing the first two years, in which the dose was 
somewhat less than that subsequently adopted, the 
therapeutic dose given and the method of appli- 
cation have been practically uniform throughout. 
There have been minor technical modifications of 
the routine application methods, and there have 
been minor variations in the total irradiation 
dose, necessitated by individual requirements. All 
patients treated from 1920 to 1934 are included, 
and all were followed until five years had elapsed 
without known recurrence or until death en- 
sued. 

The total number of patients treated was 200. 
Of these, 185 had primary carcinoma of the cer- 
vix, and 15 had carcinoma of the cervical stump. 
The five-year survival in the patients with pri- 
mary carcinoma of the cervix was 70 out of 185, 
or 37 per cent, whereas that of the patients with 
carcinoma of the cervical stump was 3 out of 
15, or 20 per cent. Of the 73 patients living 
over five years, 30 have survived from ten to nine- 
teen years after treatment. 

The average age of the patients with primary 
cervical carcinoma was forty-nine years, the young- 
est being twenty-six and the oldest eighty-four. 

*Read by title at the annual meeting of ew England Surgical Society, 


Poland Spring, Maine, September 27-28, 
tSurgeon, and director of cancer clinic, Elliot Hospital, Manchester. 


The average age of patients with carcinoma of the 
stump was fifty-two years, the youngest being 
thirty-four and the oldest sixty. 

In all cases the diagnoses were confirmed by 
slides from specimens taken before treatment was 
instituted. Grading was not adopted by the path- 
ologist as a routine procedure until 1930, so that 
no grading tabulation can be included in this 


Tare 1. Classification of Cases According to Involvement. 


Tora. Cases SURVIVING 
CASES YEARS 
NO. PER CENT NO, PER CENT 
38 0 2 63 
21 1] ll 52 
RA ee 98 53 35 35 


review. Squamous-cell carcinoma was the _his- 
tologic finding in every case of primary carcinoma 
of the cervix, whereas in the 15 cases of carcinoma 
of the stump, adenocarcinoma and an unidentified 
carcinoma were each found in 1, and squamous- 
cell carcinoma in 13. 

Each primary carcinoma of the cervix was graded 
according to the amount of involvement of the 
cervix and adjacent tissues, using the League of 
Nations classification as a basis. The number of 
cases and the results of treatment in each stage 
are shown in Table 1. These figures are both in- 
teresting and informative, and correspond well 
with similar reports by other clinicians. They 
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also confirm the oft-repeated statement that curabil- 
ity of cancer depends on early recognition and 
early treatment. The mortality rate increased pro- 
portionately with tissue involvement. 

The table demonstrates the preponderance of 
Stage III (moderately advanced) cases. Greater 
curability in early carcinoma is proved by the 
fact that 63 per cent of the Stage I patients sur- 
vived. Even this percentage is a little low, but is 
accounted for by 2 of the Stage I patients who were 
only twenty-six years old and did not survive. 
Only 1 patient under thirty years of age survived, 
and she is living without recurrence twelve years 
after treatment. As might be expected, there were 
no survivals among the Stage IV patients. 

Although we have used x-ray therapy in addition 
to radium in the treatment of carcinoma of the 
cervix since 1934, the cases here reviewed and 
treated from 1920 to 1934 received only radium 
therapy. The basic principles of radium therapy, 
adopted early, have been continued without change. 

Each patient was given 4 gr. of Pantopon and 
14 gr. of Nembutal one hour before the treat- 
ment, and no general anesthesia was used unless 
the patient was very unco-operative. The cervical 
canal was slowly and carefully dilated with Hanks 
dilators. Using 100 mg. of radium in two brass 
screens (2.0-mm. wall), 75 mg. was placed in the 
cervical canal and 25 mg. just above, for twenty 
hours. The second day following this, another 
treatment was given with the same amount of 
radium in a T tube, with 50 mg. in the canal 
and 50 in the crosspiece, the crosspiece being 
either anteroposterior or transverse, as indicated 
by the location of the lesion. This applicator re- 
mained for eighteen hours. With all treatments, 
the vagina was firmly packed with gauze and an 
inlying catheter placed in the bladder. Three 
weeks later, the third and last treatment was given, 
usually a repetition of the first, for eighteen or 
twenty hours. These three treatments totaled 
5600 to 5800 milligram hours. 

It is believed that the spacing of treatments 
is important. It was found that the first two treat- 
ments, given within forty-eight hours of each 
other, and totaling 3800 milligram hours, were 
about all a patient could have without produc- 
ing too intense bladder or rectal irritation. It 
was found that in three weeks practically all ra- 
dium reaction had subsided; this was considered 
the best time for a third treatment, one that would 


CERVIX — WILKINS 415 
deliver another blow to any cancer cells that had 
not received a lethal dose. 

The importance of this timing, which was de- 
cided on empirically, was subsequently found to 
approximate closely the theory of Coutard regard- 
ing the periodicity of susceptibility of cancer cells 
to irradiation. 

In 9 of the 15 cases with carcinoma of the cer- 
vical stump, the supravaginal hysterectomy had 
been performed from two to fourteen years previ- 
ously, and these can be considered as primary 
carcinomas of the stump. The other 6 obviously 
had carcinoma when operated on, since they came 
for treatment from one to twelve months after 
operation. In only 2 cases was there a definite 
pathological history of carcinoma in the uterus 
at the time of operation. In the others various 
reasons for hysterectomy were given, such as in- 
flammation, fibroid and flowing (4 cases). The 
average duration of symptoms in the stump cases 
before treatment was six and a half months, some- 
what less than the average for the cases with pri- 
mary carcinoma. This tendency to seek examina- 
tion earlier is probably because any flowing or 
discharge after hysterectomy is more alarming to 
the patient than abnormal flowing with the uterus 
intact. 

Since 1934, we have treated an increasing num- 
ber of cervix cases with the same radium technic, 
but with the addition of preliminary deep x-ray 
therapy to the pelvis through five ports, 1800r to 
each port; it is hoped that in a few years another 
comparable group may be presented to evaluate 
the final results with the addition of x-ray therapy 
to the same radium technic. 


SUMMARY 


An analysis of results of radium treatment in 
200 consecutive patients with carcinoma of the cer- 
vix is presented. All patients were treated with 
practically the same technic and dosage, given 
by one or the other of two physicians. 

Total five-year survivals in 185 patients with 
primary carcinoma of the cervix numbered 70, or 
37 per cent. Total five-year survivals in 15 pa- 
tients with carcinoma of the cervical stump num- 
bered 3, or 20 per cent. 

It is hoped that a further report may be pre- 
sented later, in which these results will be com- 
pared with those in a series in which the same 
radium technic will be supplemented by prelimi- 
nary deep x-ray therapy. 
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ENCEPHALOPATHY ASSOCIATED WITH 
SULFAMETHYLTHIAZOLE THERAPY* 
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Epuraim Roseman, M.D.,¢ ano Cuartes D. Arinc, M.D.t 


CINCINNATI 


O-CALLED “hemorrhagic encephalitis” is a 

frequently described pathologic picture, the 
cause of which has been attributed to many etio- 
logic agents. The commonest causative factors are 
the heavy-metal compounds, such as the arsphena- 
mines, and some of the alkaloids, especially those 
of the opiate group.’ The morbid process result- 
ing from intoxication by these chemicals is fairly 
uniform in each case. In the central nervous 
system, widespread damage of the smaller radicals 
of the vascular bed usually occurs. As a result, 
one finds extensive ring-shaped perivascular hem- 
orrhages, confined for the most part to the white 
matter. Alpers,” Russell,> Glaser, Imerman and 
Imerman,* Alexander and Putnam® and Rose- 
man and Aring® have pointed out the presence 
of focal perivascular areas of necrosis in addition 
to the perivascular hemorrhages in the encephalop- 
athy produced by arsphenamine. This necrotic 
process may completely dominate the microscopic 
picture, so that the classic hemorrhagic phenom- 
ena, usually described on gross examination, may 
be entirely absent. 

We are recording the clinicopathological find- 
ings in a case of hemorrhagic encephalopathy that 
occurred after the oral administration of sulfa- 
methylthiazole. The report of such a complica- 
tion has not been noted in the literature. The 
pathologic picture is unique in that the perivas- 
cular hemorrhages were confined rather rigidly to 
the gray matter of the cerebral hemispheres and 
to the gray structures of the brain stem. This 
localization is peculiar because the typical hemor- 
rhagic encephalitis is confined chiefly to the white 
matter. The indications are that the precipitating 
factor of the sulfamethylthiazole encephalopathy 
may be a toxic reaction on the vascular bed of the 
central nervous system. 


Case REPORT 


W. F., a 32-year-old Negro, was admitted to the Medi- 
cal Service of the Cincinnati General Hospital on Feb- 
ruary 19, 1940, with a diagnosis of left-lower-lobe pneu- 
monia. The patient had been enjoying fair health until 
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February 12, when he developed a mild upper respiratory 
infection. On February 16, while at work, he was seized 
with a severe pleuritic pain in the left chest, and he de- 
veloped a cough. He felt quite ill and was sent to bed 
by his employer. On February 18 he had a severe, shak- 
ing chill followed by exacerbation of the chest pain and 
expectoration of blood-tinged sputum. At this time his 
wife noted that the patient appeared to be somewhat con- 
fused. A physician, summoned the following day, or- 
dered the patient to the hospital. 

The past history was of significance in that he had been 
employed as a shaker in a lead factory for 15 years, and 
hence had probably inhaled large quantities of lead dust. 
However, there was no history of colic, constipation, 
anemia or nerve palsies. The patient had enjoyed ex- 
cellent health until 2 months prior to admission, at which 
time easy fatigability, weakness, a nonproductive cough 
and loss of weight were noted. He attributed these 
symptoms to overwork and irregular sleeping hours. 
He imbibed alcoholic beverages to a moderate degree. 
Several years before entry the patient had a penile lesion. 
The antisyphilitic therapy that followed was inadequate. 
He had had no recent antisyphilitic treatment. 

On admission the temperature was 103.4°F., the pulse 
rate 100, the respiratory rate 26, and the blood pressure 
124/68. The patient was well orientated and co-operative. 
He appeared to be acutely ill, and was drowsy. General 
physical examination revealed a _ well-nourished and 
well-developed colored man with a warm dry skin. The 
teeth were carious and the gums pyorrheic, but there was 
no lead line. The pharynx was moderately injected. The 
heart was of normal size, and there was a soft systolic 
apical murmur. Signs of consolidation of the lower lobe 
of the left lung were present. The remainder of the 
physical examination, including a careful neurologic 
survey, was essentially negative. 

At 4 p.m. on the day of admission, sulfamethylthi- 
azole therapy was initiated. The drug was administered 
orally in 60-gr. (4-gm.) doses every 4 hours, day and 
night. It was continued until 8 a.m. February 24, by 
which time the patient had received a total of 1680 gr. 
(112 gm.). Within 24 hours after admission the tem- 
perature had fallen to 99.2°F., and he appeared much 
improved. In the following 3 days, the patient continued 
afebrile, the cough abated and the chest findings indi- 
cated that the pneumonic process was undergoing satis- 
factory resolution. However, the patient was apathetic 
and drowsy. On the morning of February 24, he com- 
plained of vertigo and vomited several times, and sulfa- 
methylthiazole was then disconunued. At 9 p.m., the 
patient vomited blood-tinged fluid projectilely, there was 
profuse diaphoresis, and he complained of loss of vision. 
The blood pressure fell, and he became semicomatose. 
The pupils were widely dilated and reacted poorly to 
light. Fundus examination revealed fresh hemorrhages 
along the border of the superior temporal retinal artery 
of the right eye and in the macular regions of both eyes. 
On February 25 the patient was disorientated and irrational 
and still had amaurosis. There was no paralysis of the 
extremities, the tendon reflexes were normal, and no ab- 
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normal reflexes were elicited. At 1 p.m. on this day, 
1 hour after a lumbar puncture was performed, the pa- 
tient had a generalized convulsion, after which the right 
pupil was larger than the left, the right side of the mouth 
drooped, and the tendon reflexes on the right were hyper- 
active. The patient had two other generalized convul- 
sions, lapsed in respiratory failure and died at 7 p.m. Dur- 
ing the final 24 hours he was anuric. 

The temperature varied from 103.6°F. on the day of en- 
try to 100.8 terminally. The pulse rate ranged from 60 
to 100, and the respirations from 20 to 42. Sputum typing 
on admission revealed that the predominating organism 
was a Type 3 pneumococcus; no acid-fast organisms were 
seen. Blood culture produced no growth. The blood 
Kahn reaction was positive. The blood sulfamethylthi- 
azole levels were 10.8 mg. per 100 cc. on February 20, 
13.3 mg. on February 21 and 18.2 mg. on February 22. 
On admission, the blood contained 12 gm. of hemoglobin 
per 100 cc., and 3,700,000 red blood cells and 18,850 white 
blood cells per cubic millimeter. The differential count 
showed 80 per cent polymorphonuclear leukocytes, 16 
per cent lymphocytes and 4 per cent monocytes. No stip- 
pling of the red blood cells was noted. The white-cell 
count was normal by February 22, but on February 25 
it rose to 12,800, with essentially the same differential pic- 
ture noted above. The red-cell count remained stationary. 
The urine contained a few white blood cells and a trace 
of albumin. 

A lumbar puncture was performed on the afternoon 
of February 25. The initial pressure was not recorded, 
because the patient was extremely restless and could not 
be persuaded to relax. The cerebrospinal fluid was clear 
and colorless, and contained 15 lymphocytes per cubic 
millimeter and no red blood cells. The total protein 
content was 60 mg. per 100 cc.; the Wassermann reaction 
was negative. 


Autopsy. The autopsy was performed 15 hours after 
death. The pathological findings exclusive of those in 
the nervous system were resolving and organizing left- 
lower-lobe pneumonia, acute pleuritis, acute and chronic 
bronchitis with lobular pneumonia, chronic passive con- 
gestion of the lungs, healed tuberculosis of the hilar 
lymph nodes, chronic pulmonary emphysema, pin-point 
hemorrhages in the subepicardium, the submucosa of the 
stomach and the submucosa of the urinary bladder, 
chronic active pericarditis, myocardial dilatation, athero- 
sclerosis of the aorta and of the coronary and iliac arteries, 


toxic changes in the viscera with acute passive congestion, — 


and chronic prostatitis. Post-mortem blood cultures were 
negative. During the autopsy, portions of the brain, kid- 
ney and liver were removed, and analysis of their lead 
content made. As determined by the Kettering Labora- 
tory (Dr. Robert Kehoe), the lead levels in the brain 
were 0.35 mg. per 100 gm. of tissue, in the kidney 0.32 
mg. per 100 gm., and in the liver 1.75 mg. per 100 gm. 
These values were considered unusually high and defi- 
nitely abnormal. 

Examination of the nervous system was limited to the 
brain, which weighed 1385 gm. The convolutions were 
moderately flattened and broadened, and the vessels of the 
meninges were markedly congested. The basilar meninges 
were slightly thickened. There was no obvious abnor- 
mality of the cranial nerves. The vessels of the circle of 
Willis contained scattered atheromatous plaques, and the 
circle was of normal configuration. There was a slight 
herniation of the uncus of the temporal lobe on both sides. 
There was a well-defined cerebellar pressure cone. 


The most notable feature of the brain, which was sec- 
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tioned 8 days after fixation in a 10 per cent solution of 
formaldehyde (U.S.P.), was the presence of discrete and 
confluent petechial hemorrhages scattered in the gray 
matter and nuclear structures (Fig. 1). The tendency to 
symmetrical involvement was striking, and this symmetry 
was found wherever the vertical sections of the hemi- 
spheres and brain stem included comparable halves of the 
nervous system. The hemorrhages were bright red and 
tended to coalesce. Although these lesions were not pro- 
fuse and extensive in the hemispheres, they were wide- 
spread, extending from the frontal to the occipital poles 
and sparing none of the lobes. The lesions were most 
marked in the tail of the caudate nucleus on both sides, 
where they measured 8 mm. in diameter, and in the 
mammillary bodies. Smaller diapedetic hemorrhages 
were noted in the substantia nigra, thalami and the gray 
matter of the convolutions. The white matter was en- 
tirely spared. The thalami appeared swollen. 

The sectioned brain stem showed a similar but much 
severer hemorrhagic lesion. Again the striking feature 
was the bilaterally symmetrical, coalescent, diapedetic 
hemorrhages involving the nuclear masses of the pons 
and medulla (Fig. 2). The nuclei bordering on the 
floor of the fourth ventricle in the medulla and pons 
and the pontile and raphé nuclei were severely involved. 
The involved area on each side occupied approximately 
the dorsal fourth of the medulla. The lateral recesses 
of the fourth ventricle were filled with a soft clot, 
which obviously involved the choroid plexus. This 
hemorrhagic process extended into and destroyed a 
smal! portion of the adjacent cerebellar tissue on both 
sides. The remainders of the sectioned cerebellum, lower 
medulla and upper cervical cord were normal grossly. 

Microscopic examination of various cortical areas and 
basal ganglia and representative portions of the brain 
stem confirmed the fact that the hemorrhagic process 
was limited strictly to the gray matter of these struc- 
tures. Sections were stained by the hematoxylin-and-eosin, 
van Gieson, cresyl violet, Loyez, Bodian (1 per cent pro- 
targol) and benzidine (Lepehne—Pickworth) methods. 
The predominating lesion was diapedetic hemorrhage, 
which was widespread and consisted of discrete or con- 
fluent foci, in the center of each of which was a capillary 
or precapillary with hyperplastic or necrotic endothe- 
lium. Polymorphonuclear leukocytes were found in 
these hemorrhages and in the adjoining brain tissue. 
Blood pigment had diffused into the foci, and some of it 
had been ingested by macrophages. The hemorrhagic 
phenomena were most intense in the tail of the caudate 
nuclei, anterior nuclei of the thalamus, mammillary bodies 
and the paraventricular region of midbrain, pons and 
medulla. In the cerebellum, one small lobule, close to 
the mid-line and proximate to the brachia, was involved 
in the hemorrhagic softening (Fig. 2). The entire lobule 
had partially lost its form, and there was some distribu- 
tion of blood pigment throughout its gray and white 
matter. Here Purkinje cells were only rarely seen, and 
there was a marked loss of granular cells. The hemor- 
rhage was diffuse and not limited to the area immedi- 
ately surrounding the capillaries. 

Besides these hemorrhagic lesions there were two other 
pathologic processes. In the gray matter of the cerebral 
hemispheres (cortex and basal nuclei) and brain stem 
there were a moderate number of discrete perivascular 
foci of necrosis. The center of each lesion contained a 
small capillary with necrotic or hvrerplastic endothelium. 
Surrounding the vessel was a relatively acellular area that 
contained a few oligodendroglia and some so-called 
“ghost” nerve cells. These necrotic foci were usually de- 


1. 224 
941 


418 


limited by a thin layer of neuroglial cells, one or two 
nuclei in thickness. The other characteristic lesions were 
areas of paling in the gray matter of the cortex, which 
were apparently not contiguous to the hemorrhagic or 
Mecrotic areas. These pale areas were relatively large 
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tosis and neuronophagia were marked. In the superficial 
cortical layers, there were many polymorphonuclear leuko- 
cytes and microglia. In the cortical areas adjacent to 
the perivascular hemorrhage, there was also a moderate 
thinning of nerve cells, and the remaining cells showed 


i 
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Ficure 1. 


Discrete and Confluent Petechial Hemorrhages Limited Macroscopically 


to the Cortex and Basal Ganglia. 


The cerebrum was sectioned vertically into blocks 1.5 cm. thick. Note the 
symmetrical arrangement of the lesions in the hemispheres (marked by arrows). 


and contained swollen oligodendroglia and a few neu- 
rones, which showed severe anoxic changes. 

The cortical architectonics in the areas containing the 
hemorrhagic lesions were markedly distorted. There 
was a notable absence of nerve cells, with an increase in 
neuroglia. Many ghost neurones were present. Satelli- 


moderate to severe chromatolytic changes. The oligoden- 
droglia of the gray and white matter was swollen and in- 
creased in amount. The leptomeninges, particularly over 
the sulci, contained generous amounts of polymorphonu- 
clear leukocytes and lymphocytes in an exudate contain- 
ing fibrin. There were also some large mononuclear 
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cells and a few phagocytes in the meninges. The ves- 
sels of the meninges were intensely congested. 

An interesting neuronal change was noted in the hypo- 
thalamic nuclei, in which the nerve cells appeared to be 
most severely involved. They were markedly swollen, 
and there was an extrusion of Nissl granules from the 
cytoplasm of these cells into the surrounding tissue. The 
nuclei were absent. These hypothalamic cells appeared 
as though they had exploded. Satellitosis and neuronopha- 
gia were marked in this region. 

There was marked congestion throughout the cerebral 
hemispheres and brain stem. This was noted in both the 
gray and white matter, particularly in the former. The 
capillaries and precapillaries showed severe changes, con- 
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associated perivascular foci of necrosis. Why one 
toxin should involve the white matter and the 
other the gray is not clear and needs further in- 
vestigation. 

The neuronal changes noted are evidently sec- 
ondary to anoxia. Putnam and Alexander’ have 
pointed out that intermittent or isolated capillary 
closure in localized areas may produce no paren- 
chymal degeneration, whereas closure of large 
areas of the capillary network, with consequent 
oxygen deprivation of the tissue, leads to necrosis. 


aM 


Ficure 2. Confluent Petechial Hemorrhages in the Nuclear Masses of the Pons and 
Medulla. 

The symmetrical arrangement of the lesions is striking. The brain stem was 
sectioned vertically into blocks 1 cm. thick. The cerebellum was split in the 
mid-line, and disarticulated from the brain stem by cuts through the brachia. A soft 
clot involved the choroid plexus of both lateral recesses and extended into adjacent 


lobules of the cerebellum. 


sisting chiefly of swollen or necrotic endothelium. The 
hyperplastic endothelium frequently occluded the lumens 
of the vessels. There were numerous, thick thrombi. The 
perivascular spaces were accentuated. There was no 
perivascular cuffing or inflammatory cells, and no _histo- 
logic evidence of syphilis. 


The pathological findings in this case of hem- 
orrhagic encephalopathy are of unusual interest 
because of the tendency for the hemorrhagic and 
necrotic phenomena to be confined to gray mat- 
ter. This is in contradistinction to the typical 
arsphenamine hemorrhagic encephalitis, in which 
the white matter is the focal point of attack. How- 
ever, these two morbid processes have several points 
in common. Both demonstrate, in addition to the 
diapedetic hemorrhage, widespread and severe vas- 
cular disorder in the gray or white matter, with 


However, in pathologic processes in which there is 
a haphazard endothelial proliferation, there is only 
an intermediate degree of capillary closure. The 
end result of this latter state, as noted by Putnam 
and Alexander, is a rarefaction of cortical neu- 
rones comparable to that produced by other forms 
of incomplete or tefporary anoxia, except that it 
is apt to be more patchy in distribution. In the 
hemorrhagic encephalitis induced by arsphena- 
mine and sulfamethylthiazole, two pathologic 
processes manifest themselves simultaneously. 
The thrombotic capillary lesions lead to the focal 
areas of hemorrhage or perivascular necrosis, prob- 
ably depending on the severity and speed of the 
process, and the varying degree of endothelial 
proliferation produces a disappearance of cortical 
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ganglion cells, usually of a patchy nature. 

The presence of a high concentration of lead in 
the tissues of this case is of interest. It is doubtful, 
however, whether lead could produce the acute 
clinical and pathologic picture described here. Such 
a morbid process in an adult exposed to lead over 
a period of years has not been recorded in the lit- 
erature. The administration of large quantities 
of sulfamethylthiazole, and the accumulation of this 
drug in the blood and tissues — owing, in part, to 
renal failure and closely associated with acutely 
developing signs of severe neurologic damage — 
are suggestive evidence that sulfamethylthiazole 
was the etiologic factor in the pathogenesis of the 
disorder in this patient. 


SUMMARY 


A fatal case of hemorrhagic encephalopathy is 
recorded, which occurred after the oral adminis- 
tration of sulfamethylthiazole. The pathological 
findings of greatest importance were focal peri- 
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vascular hemorrhages confined to the gray mat- 
ter of the cerebral hemispheres and the nuclear 
structures of the brain stem. Focal perivascular 
areas of necrosis occurred, apparently simultane- 
ously with the diapedetic hemorrhages. Profound 
alterations were noted in the small blood vessels, 
chiefly of the endothelium. Not infrequently these 
changes occluded the vessel. There was also 
severe, anoxic neuronal damage. 
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MEDICAL PROGRESS 


THE VITAMINS* 


Arnowp P. MeIKLEJOHN, B.M. (Oxon.) 
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HE current literature on the vitamins contin- 

ues to be voluminous. While remarkable 
progress is being made by biochemists in recogniz- 
ing, identifying and finally isolating the various ac- 
cessory food factors necessary for the health of ani- 
mals, clinicians are equally industrious in applying 
the results of this work to the relief of human ail- 
ments. There can be no doubt that certain of the 
newly synthesized vitamins represent a very sig- 
nificant addition to the therapeutic armamentarium 
of the physician, but the medicinal value of some 
remains problematical. This is particularly true of 
those vitamins that have not yet been shown to be 
necessary for human health but are nevertheless 
recommended in the treatment of diseases in which 
there is at present no evidence to suggest a nu- 
tritional disorder. 

In the following review, no attempt has been 
made to consider the greater part of the recent 
literature on the vitamins. Its scope is limited to 
contributions that are perhaps worthiest of the im- 
mediate attention of physicians. 
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Services (Harvard), Boston City Hospital, and the Department of Medicine, 
Harvard Medical School. 

tInstructor and Francis Weld Peabody Fellow in medicine, Harvard 
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A 


Although vitamin A deficiency undoubtedly re- 
sults in night blindness, there are still numerous 
difficulties involved in the use of dark-adaptation 
tests for the routine diagnosis of vitamin A sub- 
nutrition. Even though the technical problem of 
correctly measuring dark adaptation appears to 
have reached a satisfactory solution, there are still 
difficulties in interpreting the results obtained. 
Poor dark adaptation is sometimes found in sub- 
jects with apparently adequate vitamin A intake; 
furthermore, the administration of vitamin A is 
not always immediately effective in the relief of 
partial night blindness. An explanation of such 
discrepancies is perhaps to be found in the recent 
report” of a study of experimental vitamin A de- 
ficiency. This study showed that although a rise 
in both rod and cone threshold is regularly ob- 
tained on a vitamin A deficient diet, there is never- 
theless considerable individual variation in the 
length of time necessary to produce this change. 
Furthermore, when once impaired dark adapta- 
tion is established, it requires a variable but usu- 
ally considerable time — often months — to restore 
the condition to normal by vitamin A therapy. The 
problem is further discussed in a paper® that de- 
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scribes the occurrence of dermatitis characteristic 
of vitamin A deficiency in children living under 
poor economic circumstances in New York City. 
This study has an extensive bibliography, which 
should be found useful for those interested in vita- 
min A deficiency, and in thie still unsolved prob- 
lem of its incidence in the general population. 

Methods for estimating vitamin A and carotene 
in blood are now available, but it is too early to 
say definitely whether they will eventually be use- 
ful for routine diagnostic purposes. 


VitaMIn B ComMPLex 
Thiamin 

A most significant contribution to the study 
of deficiency disease in man is found in the 
results of experimentally induced thiamin* and 
vitamin B complex®® deficiency reported during 
the year by two independent groups of workers. 
Hitherto, the only criterion for judging the clini- 
cal consequences resulting from deficiency of a 
given component of the vitamin B complex has 
been the therapeutic test of administering this 
component to clinical cases of deficiency disease 
and observing the extent of the therapeutic re- 
sponse. Such tests are frequently difficult to in- 
terpret, since despite the most careful precautions, 
some of the observed response may be due to 
nursing care (in pellagrous dermatitis), bed rest 
(in beriberi heart disease), or even other factors 
in the diet. The experimental production of such 
deficiencies under carefully controlled conditions 
is therefore a most valuable step in helping to de- 
fine clearly the specific clinical features that result 
from lack of individual dietary factors. 

The study* of induced thiamin deficiency was 
carried out on 4 female subjects who were fed a 
basal diet, extremely low in thiamin, but supple- 
mented with adequate amounts of other vitamins. 
Two other subjects served as controls, and re- 
ceived in addition to the diet varying amounts of 
synthetic thiamin chloride. The diet was con- 
tinued for eighty-eight days, after which it had 
to be terminated owing to uncontrollable nausea 
and vomiting. The symptoms of which the experi- 
mental subjects complained included: fatigue, las- 
situde, backache, insomnia, muscular weakness and 
tenderness, extreme anorexia, nausea, vomiting, 
constipation, loss of weight, palpitation, dizziness, 
dyspnea and precordial distress. The objective 
manifestations of the deficiency included: a fall 
in work capacity, low blood pressure, faint heart 
sounds and bradycardia at rest, with tachycardia 
and sinus arrhythmia on exertion. Laboratory in- 
vestigations showed electrocardiographic changes, 
— decrease in amplitude with occasional inverted 
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T waves, — sugar curves of diabetic type, and an 
increase in the concentration of lactic acid and 
bisulfite-binding substances in the blood, particu- 
larly after exercise. None of the subjects devel- 
oped edema, cheilosis, glossitis, dermatitis or ane- 
mia. There was no fall in serum proteins, and 
the heart size remained normal throughout. In 
2 cases there was absolutely no evidence of periph- 
eral nerve changes; of the others, one developed 
depressed tendon reflexes, and the other paresthe- 
sias of the feet, but apparently only late in the 
deficiency when vomiting was severe and the ab- 
sorption of other dietary factors besides thiamin 
probably reduced in consequence. The foregoing 
abnormalities, without exception, were completely 
cured by the administration of synthetic thiamin 
hydrochloride, while the diet was continued un- 
changed. 

In the other study,” ° use was made of a some- 
what different procedure. A female volunteer sub- 
ject was fed a diet that was deficient in the en- 
tire vitamin B complex. The diet was continued 
for nine weeks, after which thiamin, then ribo- 
flavin and finally whole yeast were successively 
added to the diet, and the improvement due to 
each observed. The abnormalities noted included 
almost all those observed in the study previously 
mentioned, but in addition the subject developed 
edema, — without, however, any alteration in se- 
rum-protein concentration, — macrocytic anemia 
and x-ray evidence of disturbed gastrointestinal mo- 
tility, as shown by increased caliber in the loops 
of the jejunum and delay in the passage of the 
meal. Synthetic thiamin hydrochloride completely 
relieved the dyspnea, precordial distress, variable 
pulse rate, nausea, vomiting and muscle and nerve 
tenderness. Certain manifestations were only part- 
ly or temporarily relieved by thiamin, including 
anorexia, weight loss, extreme fatigue, loss of mem- 
ory and inability to concentrate. The anemia, 
edema and gastrointestinal disturbance were un- 
influenced by thiamin or riboflavin but responded 
to the administration of whole yeast. As in the 
former study, there was evidence of a disturbance 
of carbohydrate metabolism, as shown by a dia- 
betic type of sugar curve, which, however, was 
restored to normal not by thiamin but by whole 
yeast. The ingestion of glucose was also accom- 
panied by a rise in blood lactic and pyruvic acids; 
this abnormality was corrected by thiamin alone. 
The only changes that might be interpreted as 
evidence of early polyneuritis were a decrease in 
electrical irritability, muscle and nerve tenderness 
and unilateral facial hypesthesia. 

One striking feature of both studies is the ab- 
sence of any clear evidence of polyneuritis result- 
ing from deficiency of thiamin. This is in agree- 
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ment with the conclusions reached from a recent 
study’ of the literature. As this study shows, the 
belief that thiamin lack results in polyneuritis is 
founded on a misconception. The only certain 
consequence of this deficiency is a disturbance 
of carbohydrate metabolism, resulting in the ac- 
cumulation of lactic and pyruvic acids in the tis- 
sues. This disturbance in animals causes certain 
neurologic signs, and in man, muscular pain and 
weakness. The relief of these changes by the 
administration of thiamin has given rise to the 
erroneous belief that thiamin will cure nutritional 
polyneuritis, which frequently coexists but is due 
to another, probably multiple, deficiency. In view 
of this and of the foregoing evidence it appears 
that thiamin should no longer be referred to as 
the antineuritic vitamin. It is of interest that re- 
cent experiments® on pigs have produced extensive 
degenerative changes in both the central and 
peripheral nervous systems by feeding a diet ade- 
quate in thiamin, riboflavin and nicotinic acid 
but lacking some unknown factor or factors pres- 
ent in yeast and liver. 

Another interesting feature of the foregoing ex- 
perimental studies is the clear demonstration of 
the disturbance of carbohydrate metabolism that 
results from thiamin deficiency, as evidenced by 
changes in the blood levels of sugar and lactic 
and pyruvic acids, detectable under suitable con- 
ditions. This change in metabolism is presumably 
responsible for at least the greater part of the 
clinical findings in these subjects; and as might 
be expected, they are not easily distinguished from 
those resulting from any other influence affect- 
ing adversely the normal, healthy, biochemical 
processes of the body. The clinical picture is that 
of general ill health, both physical and mental. 
From a practical point of view it is clearly diffi- 
cult to distinguish thiamin deficiency, except per- 
haps in its extreme forms, on clinical grounds 
alone. For this reason there is a definite need 
for some reliable laboratory test for this deficiency. 
The estimation in blood of thiamin and of its 
pyrophosphate cocarboxylase has been accom- 
plished,® but the available methods are too elab- 
orate for routine clinical use, and furthermore, 
since low values have been obtained in a curious 
variety of clinical conditions, it is difficult at the 
present time to assess the significance of such 
values in terms of actual lack of thiamin. It 
is now a relatively simple matter to estimate 
thiamin in urine; but here again there are diff- 
culties in the practical interpretation of the values 
so obtained. Apparently the excretion of thiamin 
“varies so rapidly with the intake that it reflects 
to a large extent the diet during the day or two 
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preceding the time of urinary excretion.””” A low 
excretion level is therefore not necessarily indica- 
tive of inadequate nutrition in regard to this vita- 
min. It is possible, however, that some procedure 
based on a test-dose method may ultimately yield 
results of practical diagnostic value. 


Riboflavin 

One important advance in nutritional therapy 
has been the report by two independent groups of 
workers of the relief by riboflavin of a certain dis- 
order of the eyes. It had been reported"? that rats 
fed on a diet deficient in riboflavin developed an 
unusual vascularization of the cornea, which was 
relieved by the administration of this vitamin. 
However, no similar lesion in man had been at- 
tributed to nutritional deficiency until the report,!? 
published during the last year, that vascularization 
of the cornea occurs in malnourished subjects in 
the South, and that riboflavin is usually effective in 
its relief. Shortly afterward it was reported’® that 
the lesion formerly known as acne rosacea kera- 
titis usually responded to treatment with riboflavin. 
This is of particular interest, since acne rosacea 
has long been suspected of being a manifestation 
of nutritional deficiency. However, the associated 
skin lesions usually respond less well to the ad- 
ministration of pure riboflavin. In its severest 
form the full ocular syndrome attributed to ribo- 
flavin deficiency includes: circumcorneal injection, 
vascularization of the cornea, corneal ulceration 
and opacities, dim vision, photophobia, mydriasis, 
iritis and pigmentation of the iris. The explanation 
of these manifestations is apparently to be found 
in the peculiar characteristics of the cornea, which, 
lacking any vascular supply, is unusually dependent 
for its normal metabolism on the activity of War- 
burg’s “yellow enzyme,” an important respira- 
tory enzyme of which riboflavin is an essential con- 
stituent. Furthermore, since riboflavin may be 
inactivated by light, the constant exposure of the 
cornea may render it peculiarly susceptible to de- 
pletion of the yellow enzyme unless a new supply 
of riboflavin is constantly provided by the diet. It 
has not as yet been adequately demonstrated how 
frequently the foregoing syndrome may arise from 
causes other than riboflavin deficiency, and the fact 
that it is frequently curable with synthetic ribo- 
flavin does not imply that this is the most econom- 
ical and effective form of treatment. Extracts of 
yeast or liver are rich in riboflavin and very much 
cheaper than the synthetic material. Moreover, 
they may be more therapeutically effective, since 
they supply other factors that have curative value 
for associated deficiencies. 

As mentioned in last year’s review" the clinical 
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manifestations of angular stomatitis and cheilosis, 
although undoubtedly curable by riboflavin in cer- 
tain cases, are more likely to be a general manifes- 
tation of poor nutrition, however caused. In sup- 
port of this view is the report’® that cheilosis has 
been relieved by the administration of pyridoxin 
(vitamin Be). 


Other Components of the Vitamin B Complex 


Two new components of the vitamin B com- 
plex have now passed the stage of chemical iden- 
tification and synthesis, namely pyridoxin (vita- 
min Be) and pantothenic acid (filtrate factor). 
These vitamins have been recognized and identi- 
fied by the fact that they are necessary for the 
maintenance of health in animals. The peculiar 
situation has arisen that they are now available 
for clinical trial in synthetic form before it is 
known whether they are necessary for normal 
health in man. Already there are reports that 
pyridoxin is valuable in the relief of epilepsy, mus- 
cular dystrophy, Parkinsonism and certain symp- 
toms of pellagra, but in my opinion such reports 
should be treated with circumspection until further 
evidence is forthcoming. An initial trial of pyri- 
doxin in cases of nutritional deficiency was disap- 
pointing,’® and at present there appears to be no 
definite evidence that pantothenic acid is a neces- 
sary constituent of the human diet. 


Ascorsic Acip (Vitamin C) 


As with thiamin, so with ascorbic acid, a very 
material advance has been achieved in the past 
year by the publication’ of a careful study of ex- 
perimentally induced human ascorbic acid defi- 
ciency. As a result of this study a number of tra- 
ditional beliefs regarding clinical scurvy require 
some revision. A young male adult placed him- 
self on a diet lacking in vitamin C, supplemented 
with other known vitamins, for a period of six 
months. The first interesting feature was the 
remarkably long latent period required before 
any hemorrhagic manifestations developed; peri- 
follicular hemorrhages were first observed after 
the diet had been taken for one hundred and 
sixty-one days. This is considerably longer than 
the time that was formerly thought to be neces- 
sary for the induction of scurvy, and gives rise to 
the suspicion that in clinical scurvy, as ordinarily 
observed, other deficiencies may contribute to 
hasten and exaggerate the effects of ascorbic acid 
deprivation. The earliest clinical evidence of the 
deficiency was the appearance over the lower ex- 
tremities of hyperkeratotic papules containing in- 
grown hairs. Such papules have been previously 
observed in scurvy, but hitherto they have usu- 
ally been regarded as evidence of coexisting vita- 
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min A deficiency. It is therefore a matter of 
some interest that they can result from ascorbic 
acid deficiency alone. The level of ascorbic acid 
in the blood plasma fell to zero early in the ex- 
periment, yet following this, thirteen weeks elapsed 
before any signs of scurvy developed. This pro- 
vides further evidence that the estimation of as- 
corbic acid in plasma gives little information about 
the presence or imminence of clinical scurvy. How- 
ever, this study confirmed the reported diagnostic 
value of estimating the level of ascorbic acid in the 
platelet-white-cell layer of centrifuged blood.’ 
This level did not fall to zero until shortly before 
the onset of hemorrhagic manifestations. It was 
of further interest that no anemia developed in 
the course of the deficiency, in spite of considerable 
blood loss through venesection. This is in agree- 
ment with recent observations,’ which indicate 
that the anemia often associated with clinical 
scurvy may be due to some deficiency other than 
that of vitamin C. Another negative finding was 
the absence of changes in the gums, perhaps be- 
cause of pre-existing good oral hygiene. Two 
surgical wounds were made during the course of 
the experiment. The first — after the deficient diet 
had been taken for three months —healed nor- 
mally, despite the fact that the level of ascorbic 
acid in the plasma had been zero for forty-four 
days. The second wound, made at the end of 
six months, failed to heal until ascorbic acid was 
administered. These results suggest that defective 
wound healing on the basis of ascorbic acid defi- 
ciency is unlikely to occur except when the defi- 
ciency is severe. 


VITAMIN E 


Vitamin E is another vitamin that is now avail- 
able in purified form (synthetic alpha-tocopherol) 
before it is known for certain whether it is essen- 
tial for normal nutrition in man. It is certainly 
necessary for certain animals in which its defi- 
ciency produces a degeneration of the spinal cord 
and associated muscular atrophy. In view of this 
it has been recommended in the treatment of 
amyotrophic lateral sclerosis in man, but the initial 
results of its use in human neuromuscular dis- 
orders appear to be disappointing.” 


ViraMIn K 


The first clinical reports of the value of vitamin 
K, discussed in last year’s review,** have been 
amply confirmed by numerous publications in the 
last twelve months. The literature is now so ex- 
tensive that it is beyond the scope of a short re- 
view of this kind. For recent summaries, the 
reader is referred elsewhere.” *2 The beneficial 
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results of vitamin K administration in hemor- 
thagic disease of the newborn*’ and in hypopro- 
thrombinemia associated with diseases of the bil- 
iary tract,”* especially when surgery is contemplat- 
ed,*® have been further emphasized. It has been 
pointed out that a grave prognosis is to be ex- 
pected when vitamin K administration fails to 
raise the blood prothrombin concentration in cases 
of liver disease with hypoprothrombinemia.”° 

A method has been published*’ whereby stable 
thromboplastin may be prepared, and when this 
material becomes generally available, Quick’s pro- 
thrombin test should become a routine procedure 
in every clinical laboratory. Despite reports of 
simpler methods for estimating prothrombin con- 
centration, this test continues to be the most relia- 
ble for clinical purposes. Another practical achieve- 
ment has been the production of a water-soluble 
form of synthetic vitamin K that can be adminis- 
tered parenterally. This is particularly valuable 
when a rapid response is desirable, as in surgical 
cases of obstructive jaundice with hemorrhage. 
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CASE 27101 
PRESENTATION OF CASE 


A fifty-four-year-old woman entered the hos- 
pital complaining of vaginal bleeding. 

The patient was first seen in the Out-Patient 
Department four years before admission, at which 
time she stated that although her periods were 
regular there was an increase in menstrual flow 
and a lengthening of its duration from five to ten 
days, with accompanying hot flashes. A dilata- 
tion and curettage was performed and showed nor- 
mal endometrium in the early secretory phase. 
During the next year her periods were normal, 
but the hot flashes continued. Two years before 
admission menorrhagia again appeared, and the 
periods lengthened to ten days, although they 
were still regular. In addition, the patient suf- 
fered from morning nausea,— occasionally with 
vomiting, — frequent headaches, insomnia and 
nervousness. There had been no weight loss, and 
physical examination was negative. These symp- 
toms lasted for a year and a half, when menstrua- 
tion ceased for three months, but at the end of 
this time an excessive flow occurred, lasting for 
one month. This was followed a month later 
by an apparently normal period, and then amen- 
orrhea with disappearance of the hot flashes and 
other symptoms. No further bleeding occurred 
until one month before admission, when the pa- 
tient noticed a slight, spotting and found it neces- 
sary to use one pad daily. She noticed also that 
the same sensation arose in her breasts that she 
was accustomed to associate with menstruation. 
Nine days before admission the flow suddenly in- 
creased to a point necessitating twelve pads daily. 
The patient said that “the blood seemed to gush 
out.” This was accompanied by anorexia and in- 
termittent crampy lower abdominal pain aggra- 
vated by standing and walking. These symptoms 
abated somewhat two days before admission. The 
patient stated that she had lost 5 pounds in nine 
days. She had had seven pregnancies — five chil- 
dren and two miscarriages. 

The family history was irrelevant. The patient 
had had a dilatation and curettage after her sec- 
ond miscarriage twenty-three years before admis- 
sion. 

On examination the patient was well developed 
and well nourished and in no distress. Examina- 
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tion of the heart and lungs was negative; the blood 
pressure was 125 systolic, 90 diastolic. The abdo- 
men was found to be tender in its entire lower 
portion, most marked in the right lower quadrant, 
but no masses could be felt. On pelvic examina- 
tion, hemorrhoids were present and the perineum 
was relaxed. The cervix was small, soft and non- 
tender, and showed a well-healed laceration and a 
bloody discharge. One examiner believed that 
there was definite resistance to palpation in the 
left vault, with a clear right vault. The fundus 
was slightly enlarged, but in normal position. Ex- 
amination of the nervous system was negative. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine was negative. Ex- 
amination of the blood showed a red-cell count of 
4,000,000 with a hemoglobin of 68 per cent, and 
a white-cell count of 10,100. A blood Hinton re- 
action was negative. Culture of the cervix was 
negative for beta hemolytic streptococci. 

On the second hospital day an examination 
under ether anesthesia revealed the fundus to be 
about twice normal size, but freely movable; 
the vaults were clear. An operation was per- 
formed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Jupson A. SmitH: The history of this bleed- 
ing is a little confusing. The story begins four 
years before admission, and appears to be only 
the history of a woman with some menorrhagia 
and the symptoms of the menopause. I think we 
can ignore that part of the history. Two years 
before admission, the menorrhagia again appeared 
and the periods lengthened, a condition that lasted 
a year and a half, which brings this story up 
to six months before admission. That also does 
not seem to have any bearing on the present con- 
dition. Let us start there and note that six months 
before admission the patient missed a period for 
the first time except for her pregnancies. She 
missed three periods, and after that had a month 
of fairly profuse bleeding, but we are not told 
whether she had cramps or signs of abortion. A 
month later she had what was apparently a nor- 
mal period. It is important to consider that it 
might not have been a normal period but a spell 
of bleeding that passed for a period. Then she 
had amenorrhea for an indefinite period, which 
could not have been long. If we knew how 
long, it might be of some help in figuring out 
this case. Finally, she was admitted with a story 
of profuse bleeding for the nine days preceding 
admission. 

When she was examined, the only positive find- 
ing was tenderness in the lower abdomen and 
enlargement of the uterus, with a soft cervix from 
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which there was a bloody discharge. It is im- 
possible to make a diagnosis on a case like this 
without a curettage. There are two essential pro- 
cedures: one is the examination under anesthesia, 
which was done and which presumably showed 
only that the uterus was twice normal size. I sup- 
pose that we can presume that it was smooth and 
normal in shape and not softer or harder than the 
ordinary uterus. The other essential procedure is 
a curettage. 

If we try to make a diagnosis without the re- 
sults of curettage, I think the reasoning goes like 
this: There are three categories, into one of 
which this case must fall: functional bleeding, neo- 
plasm and some complication of pregnancy. Let 
us take functional bleeding first. The diagnosis 
of functional bleeding can be made only after 
other diagnoses have been excluded by curettage. 
However, the enlarged uterus and the crampy pain 
with tenderness do not fit well with functional 
bleeding. In addition, no one felt a mass that 
could be a tumor or cyst of the ovary. When 
we come to the question of neoplasm, we have 
to consider in any patient bleeding at this age 
the possibility of cancer of the fundus, which can 
be excluded only by diagnostic curettage. I get the 
impression from the story, however, that the bleed- 
ing was more acute and profuse than one would 
naturally associate with cancer of the fundus. So 
far as bleeding from fibroids is concerned, we have 
the fact that under ether no one felt them in 
the uterus; if the patient had them, they must 
have been submucosal. We are left with the pos- 
sible complications of pregnancy, among which 
there is also neoplasm, of course, namely, a chorion- 
epithelioma. 

One can construct two or three plausible hy- 
potheses to explain this bleeding, starting with the 
assumption that the patient was pregnant. In 
the first place, if she had been admitted to the 
hospital and nothing had been known about the 
past history, nine days of profuse bleeding, crampy 
lower abdominal pain and a uterus twice normal 
size would suggest that she was in the process 
of aborting. For obvious reasons, that does not 
seem impossible in this case, even though the pa- 
tient is fifty-four years old. We could then explain 
the rest of the history, of course, by saying that the 
previous amenorrhea was the onset of the meno- 
pause, or we might go back farther and suppose that 
she became pregnant at the time the amenorrhea 
started, skipped three periods, had a blighted 
ovum, and then had a month’s flowing and aborted 
herself without realizing that she had been preg- 
nant. In that case she might be bleeding now 
because of retained products of conception, from 
what we call a placental polyp or from a chorion- 
epithelioma. If that were so, she ought to have 
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a strongly positive Aschheim-Zondek reaction. Is 
there a report of an Aschheim-Zondek test? 

Dr. Tracy B. Matiory: None was done. 

Dr. Smitu: I suspect that the examiners did 
not consider the possibility that the patient was 
pregnant, and perhaps she was not. The third 
hypothesis, which is perhaps the most attractive 
of all, is what is called a “missed abortion.” Be- 
cause the patient was menstruating regularly, we 
assume that she was still fertile, that she became 
pregnant, and that the fetus died without any 
signs of abortion. Then later she bled profusely, 
possibly had cramps but still did not abort; she 
went on another month, had another spell of 
bleeding, loss of appetite, loss of weight, a large 
uterus and crampy lower abdominal pain. That 
would, I think, perfectly explain everything, and 
to my mind is the most plausible diagnosis, al- 
though without a curettage, it is more a guess 
than a diagnosis. 


CurnicaL Dracnosis 


Functional bleeding? 
Carcinoma of the fundus? 


Dr. Smitu’s DiacNnosis 
Missed abortion. 


ANATOMIC DIAGNOSES 


Follicular cyst of ovary. 
Proliferative endometrium. 
“Functional bleeding.” 


PaTHOLocicaL Discussion 


Dr. Matxory: After the ether examination, the 
house staff proceeded with a diagnostic ‘curettage. 
This showed a grossly normal endometrium, and 
frozen sections likewise showed no histologic evi- 
dence of cancer. For reasons that were not ana- 
tomically apparent, the surgeon decided to per- 
form a complete hysterectomy; we consequently 
had the opportunity to examine the uterus and 
ovaries in detail, and they were all absolutely neg- 
ative except for a follicular cyst in one ovary, so 
that this case must be classified as functional bleed- 
ing at the menopause, and we can safely rule out 
anything else. 

Dr. A. Marks: Was there proliferative 
or hyperplastic endometrium? 

Dr. Mattory: There was a proliferative endo- 
metrium, with an occasional dilated gland, but 
the whole thickness of endometrium was barely 
over a millimeter, so that we could hardly call it 
hyperplastic. 

Dr. Joe V. Meics: The follicular cyst is character- 
istic. If the patient had an ovarian cyst and amen- 
orrhea, followed by bleeding, she probably had me- 
tropathia hemorrhagica, a condition that I should 
have thought of first, not being an obstetrician. 


Vol. 
19< 


Vol. 224 No. 10 


CASE 27102 


PRESENTATION OF CASE 


A sixty-three-year-old Italian housewife entered 
the hospital complaining of vaginal bleeding. 

The patient’s menopause occurred at the age 
of forty, and she had had no bleeding since that 
time, until five weeks before admission when, dur- 
ing urination, she noticed a few drops of blood, 
which appeared to be coming from her vagina. 
This occurred on two other occasions, but at no 
time were her clothes stained. "Two days_be- 
fore admission, while at stool, about “a quarter 
of a wine glass” of blood escaped from her vagina. 
The patient had not lost weight, nor had she no- 
ticed any blood in her stools, change in bowel 
habits, pain or urinary symptoms. She had had 
twelve children and three abortions. 

For the previous twenty-five years the patient 
had been treated for diabetes mellitus without in- 
sulin, and for a little more than a year she had 
been treated in this hospital for arteriosclerotic 
heart disease with hypertension and paroxysmal 
tachycardia. The family history was irrelevant. 

On examination the patient was well developed, 
obese and in no apparent discomfort. The heart 
was slightly enlarged to percussion, and a loud 
high-pitched systolic murmur could be heard in 
the aortic area, which was transmitted into the 
neck vessels. The rhythm was regular, the aortic 
second sound greater than the pulmonary second, 
the blood pressure 150 systolic, 80 diastolic. Ex- 
amination of the lungs revealed moist rales at 
each base posteriorly. Examination of the abdo- 
men and extremities was negative. On vaginal 
examination the perineum was relaxed, with a 
moderate cystocele and rectocele. There was a 
slight reddening of the urethral orifice. On the 
posterolateral wall of the vagina there was a firm 
0.5-cm. nodule, the color of which blended with 
that of the mucosa. Another 0.3-cm. nodule was 
present on the anterior wall in front of the cer- 
vix. The cervix was of normal size, smooth and 
freely movable. The vaults were clear; the fundus 
could not be felt. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine was negative. Ex- 
amination of the blood showed a red-cell count of 
3,980,000 with a hemoglobin of 80 per cent, and 
a white-cell count of 8400. A blood Hinton re- 
action was negative. 

On the fourth hospital day an operation was 
performed. 

DIFFERENTIAL DraGnosts 


Dr. Warp I. Grecc: Apparently this was a mild 
diabetic patient with arteriosclerotic heart disease 
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not completely compensated, who gave a short 
story of intermittent, painless mild postmenopausal 
bleeding. The chief probable causes for painless 
postmenopausal bleeding twenty-three years after 
the cessation of the last period are: carcinoma 
of the fundus, atrophic vaginitis, carcinoma of the 
cervix, cervical polyps, uterine polyps, carcinoma 
of the tube and neoplasm of the ovary, such as 
granulosal-cell tumor. One must also consider 
idiopathic fundal or cervical bleeding, so-called 
“uterine apoplexy,” probably owing to some vas- 
cular breakdown in the cervix or uterus, not con- 
nected with any recognizable disease entity in the 
genital tract. Moreover, a calcified submucous or 
intramural fibroid can bleed before or after the 
menopause as the result of breakdown of the tis- 
sue owing to pressure. Finally, a neoplastic lesion 
primary in the vagina itself is possible. 

This obese woman was apparently not anemic 
and showed no weight loss, which would rule out 
any very extensive process. Vaginal examination 
showed a relaxed pelvic floor, with cystocele and 
rectocele, which is not surprising after so many 
pregnancies. It is not remarkable for even a 
mild diabetic patient to have a reddened urethral 
orifice. There is no mention of vaginal reddening 
to suggest an atrophic vaginitis with secondary 
fundal infection, which is rather uncommon but 
oftener seen in diabetes. There are described, 
however, two small, firm discrete nodules in the 
vaginal mucosa without discoloration of the over- 
lying mucous membrane or evidence of recent ul- 
ceration that might cause bleeding. Since there 
is no ulceration, I am going to assume that the 
bleeding did not come from the nodules, but that 
they might well have represented metastases. The 
cervix was normal in size, smoothness and mo- 
bility, and no cervical polyps or erosion was de- 
scribed. The fundus could not be palpated be- 
cause of obesity. There is no mention of a Clark 
test; this consists in the passage of a uterine sound 
through the cervix, a procedure which, if a friable 
lesion is present in the uterus, produces bright 
bleeding on withdrawal of the sound. 

Calcified myomas are rarely seen and easily di- 
agnosed with either curettage or the passage of a 
uterine sound. Neither carcinoma of the tube or 
ovary, uterine polyp, idiopathic bleeding nor 
atrophic vaginitis could account for the vaginal 
nodules if we assume that they were metastatic in 
origin. It is conceivable that carcinoma of the 
tube or ovary could produce metastases in the 
vagina, but this would be rather rare — less than 
0.5 per cent. The usual channels from tube and 
ovary are to the peritoneum, pleura, lung, heart, 
spleen and bone, in more or less that order. An- 
other thing that points against carcinoma of the 
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tube and ovary is the lack of the commonest syinp- 
tom, pain. That is one of the first symptoms 
noted in carcinoma of the ovary. People may 
disagree on that score, however. In granulosal- 
cell tumor, it is unusual to find vaginal metastases. 
There is a possibility that there may have been 
granulomatous lesions, tuberculomas of the vagina, 
but they are very rare. This leaves us with two 
conditions that can produce painless postmeno- 
pausal bleeding with metastases to the vagina — 
carcinoma of the fundus and carcinoma of the 
cervix. There is no mention of any destructive 
lesion of the portia of the cervix extensive enough 
to produce vaginal metastases. Adenocarcinoma 
of the endocervix could produce this picture, how- 
ever, with retrograde extension along the lym- 
phatics of the vaginal wall. The patient's age, sixty- 
three, is well past the menopause, and it is known 
that carcinoma of the cervix appears between the 
ages of thirty-six and fifty-five, in 66 per cent of 
the patients, with 16 per cent under and 19 per 
cent over these limits. It thus occurs chiefly in 
the premenopausal period or during the meno- 
pause, not after. Carcinoma of the cervix has a 
very high incidence in multiparous women, into 
which category this patient certainly falls. 

Carcinoma of the body of the uterus can also 
produce vaginal metastases and bleeding that can 
vary greatly in amount and frequency of occur- 
rence, regardless of the degree of invasion of the 
myometrium. We have seen cases with marked 
involvement of the myometrium with scanty in- 
termittent bleeding. We have also seen cases of 
carcinoma of the uterus with bleeding for two 
years and still no involvement of the myometrium. 
The patient’s age is consistent with carcinoma of 
the fundus, since the majority of cases appear 
after the menopause. 

Metastases from fundal carcinoma can occur by 
direct extension to the other pelvic organs, or by 
lymphatic extension to the retroperitoneal lymph 
nodes, by the blood stream to distant areas, by im- 
plantation in the cervix or vaginal mucosa, or by 
tubal emboli to the peritoneum. It is also pos- 
sible that retrograde lymphatic metastases can oc- 
cur, and it is not unusual to find low vaginal 
metastases appearing two to five years after radi- 
cal removal of the original focus in the uterus. 
On the basis of this history and the description 
of the fundus I should consider this to be car- 
cinoma of the fundus, with metastases to the 
vagina. 

Dr. Ricuarp H. Sweet: I have forgotten a few 
of the details of the history, which was none too 
accurate since the patient could not speak English 
very clearly; however, I do not recall that she had 
pain. I remember discussing the case with Dr. 
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Richard W. Dwight, who saw her in the Out- 
Patient Department. We had the result of a bi- 
opsy on the vaginal nodule, and although we both 
commented on the fact that it would be unusual 
to have an adenocarcinoma ‘in this location, the 
presumptive diagnosis was a primary carcinoma 
of the vagina. It seemed to me reasonable there- 
fore to attempt a radical surgical removal, in- 
cluding a total excision of the vagina and the 
uterus. I did the first part of the operation from 
below, by incising completely around the introitus 
and freeing the vaginal wall up from the bladder 
in front and the rectum behind, dividing the lat- 
eral attachments on each side. The introitus was 
then sutured by an inverting stitch, similar to the 
Connell technic of inverting an intestinal end, 
and the freed-up vagina tucked deep into the 
wound. The levator ani muscles and the other 
structures on each side were then sutured to- 
gether, and the skin was closed from the urethra 
in front to the perineum behind, thus completely 
closing off the region where the introitus had been. 
We then opened the abdomen and to our dis- 
appointment discovered that she had metastases 
in some of the abdominal viscera and in the omen- 
tum. The largest mass of tumor in the abdomen 
was contiguous with the right Fallopian tube. It 
was my impression from examining the organs 
as they lay in the abdomen that the tumor might 
have started in the tube. I took out the entire 
uterus, the vagina, the tubes and the ovaries, but 
left in other parts of the abdomen metastases that 
were subsequently treated by x-ray. 


CurnicaL Dracnosts 


Carcinoma of the vagina. 


Dr. Grece’s Diacnosis 


Carcinoma of the fundus, with metastasis to 
+» the vaginal mucous membrane. 


Anatomic 
Primary adenocarcinoma of the Fallopian tube. 


PaTHOoLocicaL Discussion 


Dr. Tracy B. Mattory: The resected specimen 
showed a localized tumor in the distal end of the 
right tube, as Dr. Sweet has described. Sections 
cut through the end of the tube and the adherent 
ovary made it clear that the great bulk of the 
tumor was in the tube. There was only very 
slight involvement of the surface of the ovary. 1 
think we can be quite sure that it was primary in 
the tube and only secondarily involved the ovary. 
It was a very undifferentiated highly malignant 
carcinoma, and the metastases in the vagina were 
entirely similar in appearance. 
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WHY FIREWORKS? 


Puysicians and firemen, more than others, wit- 
ness the evils that follow the use of fireworks, in- 
cluding firecrackers, at certain seasons, notably the 
Fourth of July. Physicians minister to burns, eye 
injuries, loss of fingers and so forth, and firemen 
are called to put out fires started by fireworks 
and firecrackers. - In Massachusetts, firemen are 
united in opposition and have taken steps to end 
the hazard of fire by introducing into the Legis- 
lature a bill (House No. 1651) to ban the sale, 
possession and use of fireworks in the Common- 
wealth, except those employed in public exhibitions, 
properly sponsored and permitted by local authori- 
However, the physicians in Massachusetts ap- 
pear to have done little or nothing toward doing 
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away with fireworks and the injuries caused by 
them. In other states, physicians have helped 
interested parties, especially firemen, to bring about 
the passage of bills similar to the present bill be- 
fore the Legislature. New York, Pennsylvania, 
Indiana, California, Michigan, New Jersey and 
Utah are among nine states that have banned 
fireworks; and numerous cities, notably Worcester, 
have enacted similar local regulations. 

Where legislation has been enacted, a significant 
decrease in the number of injuries caused by fire- 
works has followed. In Pennsylvania 87 injuries 
and no deaths in 1939 took the place of 1703 in- 
juries and 6 deaths in the preceding year. In the 
entire country the Fourth of July last year re- 
sulted in about 4000 reported injuries, in contrast 
to over 7000 several years ago; these figures in- 
dicate that prohibitive laws are effective. 

Legislation is passed when citizens demand it. 
Fire chiefs, members of organizations to care for 
and prevent blindness, of women’s and men’s clubs 
and of chambers of commerce, representatives of 
the municipal authorities of Boston, Worcester 
and other cities and one lone physician appeared 
on February 11 as proponents of antifireworks 
legislation. Physicians, who are aware of the fatal 
and maiming accidents caused by fireworks, can 
help to eliminate these injuries by writing to their 
representatives on Beacon Hill. The answer to 
“Why fireworks?” should be an effort on the 
part of the medical profession to do away with 
needless hazards to life and limb. 


IN TIME OF WAR PREPARE FOR PEACE 
Tue Fourth Annual Report of the Empire Rheu- 


matism Council, an organization to promote re- 
search throughout the British Empire into the 
causes and means of treatment of rheumatic dis- 
ease, has recently reached the United States. The 
president of the council is H.R.H., The Duke 
of Gloucester, its chairman, Lord Horder — physi- 
cian to the King and consulting physician to St. 
Bartholomew’s Hospital —and its secretary, Sir 
Frank Fox. The members of the Board of Trus- 
tees and the War Emergency Committee are emi- 
nent British physicians particularly interested in 
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the problems of cause and effect that these most 
prevalent and disabling diseases present to both 
clinicians and research workers. One hundred and 
thirty physicians are members of this council. 

The report details the work of the council from 
November, 1939, to November, 1940. No one can 
read this stimulating brochure dealing with “The 
Defence Forces,” “Research,” “Administration” 
and “The Future” without agreeing with the state- 
ment, “During twelve months of resistance to the 
Nazi attempt to plunge the world again into a 
Dark Age, the full brunt of which has fallen on 
these islands, the decision of 1939, that our coun- 
cil should carry on with its work, has been justi- 
fied.” 

In the face of great difficulties and grave dangers 
the research projects that had already been under- 
taken were continued until almost the close of the 
year. One of the laboratories was hit by a bomb 
and the building seriously damaged. Special hos- 
pitals for the treatment of rheumatic diseases are 
being planned for the army, since the very consid- 
erable incidence of these diseases among the soldiers 
in World War I is likely to be still greater because 
the conditions of service in highly mechanized 
warfare make soldiers more susceptible to them. 
Lord Horder has accepted the chairmanship of 
the Medical Advisory Committee of the Ministry 
of Labor and of the Committee of Inquiry Re- 
garding Health Conditions in Air-Raid Shelters, 
and the council is thus in close touch with these 
key positions in relation to the war on rheumatic 
diseases. The receipts and payments of the coun- 
cil account to October 31, 1940, seem to show a 
favorable balance of over £6000. 


In time of peace the Empire Rheumatism Coun- 
cil prepared for war and for the control of a group 
of chronic diseases that they knew would follow. 
Now in war they are striving to lessen the load of 
disability that must be carried long after peace is 
declared, by attacking these chronic diseases as 
soon as the early signs appear. 

This outstanding effort should stir our country 
to do likewise. The American Rheumatism As- 
sociation has appointed a committee to deal with 
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the problems of military defense. This commit- 
tee has offered its services to the proper officials 
of the United States Army and to various com- 
mittees of physicians concerned with national de- 
fense, in relation to the organization of special 
courses in the treatment of arthritis and to making 
personnel available. It is hoped that such serv- 
ices will eventually be accepted, for in times of 
even possible war it is surely not too early to 
prepare for one of the greatest problems that 
peace presents. In this regard, it is well to note 
the last paragraph of Lord Horder’s report: 


We can, I feel, look back on the work of the past 
four years— work tragically hindered by war and 
preparations for war—with some satisfaction. Re- 
search into causative factors has progressed. Clini- 
cal research into methods of treatment has made 
notable advances. We are far better equipped than 
we were in 1936 to advise the community as to how 
the ravages of rheumatic diseases can be checked at 
once, and have made distinct advance towards the 
objective of effective control. Such effective control, 
when it comes to be realized, will remove from hu- 
manity one of its greatest afflictions, bringing us 
nearer to understand the vision of Isaiah: “They shall 
not hurt nor destroy in all my holy mountain, for the 
earth shall be full of the knowledge of the Lord. 


as the waters cover the sea.” 


MEDICAL EPONYM 
Grocco’s TRIANGLE 


Pietro Grocco (1857-1916), of Florence, first de- 
scribed his triangle at the fourth session of the 
twelfth congress of the Societa Italiana di Medi- 
cina Interna, in October, 1902. An abstract of 
his remarks appears under the title “Triangolo 
paravertebrale opposto nella pleurite essudativa 
[The Paravertebral Triangle on the Side Oppo- 
site to Pleurisy with Effusion]” in the transactions 
of the society: Lavori det Congresso di Medicina 
Interna (12: 190, 1902). A portion of the transla- 
tion follows: 


Professor Grocco thus designates a new symptom, 
which he has often found in pleurisy with effusion. 
It consists in a triangular area of relative dullness on 
the posterior wall of the thorax opposite the side 
involved. The internal border of this triangle is rep- 
resented by the line of the spinous processes, the base 
by the lower limit of thoracic resonance (which varies 
somewhat over a space of 3 to 6 cm.), and the external 
border by a line that extends obliquely upward to the 
highest point reached by the level of the exudate. 
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Over this area the impairment of sound is more 
marked toward the median line and toward the base, 
and the base line itself varies in length and degree 
of dullness with different positions of the patient as 
he lies in bed, and with variations in the amount of 
fluid. The fluoroscope and radiogram confirm the 
percussion findings. This is illustrated by the ac- 
companying figure, which shows two radiograms, one 
taken during life, the other from a cadaver in which 
one pleural cavity was filled with a solution of lead 
acetate. The test on the cadaver tends to support 
the idea that the pleural sac, when full of fluid, ex- 
tends beyond the median line sufficiently and in such 
a way as to explain the triangular area of dullness 
above mentioned. 

R. W.B. 
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Rueumatic Heart Disease IN PREGNANCY 


Mrs. E. G., a twenty-seven-year-old para III at 
term, entered the hospital on March 28, 1940, com- 
plaining of irregular abdominal cramps, shortness 
of breath and swelling of the ankles. 

The family history was noncontributory. At the 
age of ten the patient had rheumatic fever with 
involvement of the heart. The tonsils and adenoids 
were removed at that time. When the patient was 
sixteen and again when she was twenty, the rheu- 
matic fever recurred with slight heart involvement. 
There were no signs or symptoms of decompensa- 
tion. Catamenia began at thirteen, were regular 
with a twenty-nine-day cycle and lasted five days. 
The last menstrual period began on July 8, 1939, 
making the expected date of confinement April 15. 
The first pregnancy ended in a stillbirth following 
a placenta previa in 1932, the second was a full- 
term normal delivery in 1936. There were no 
cardiac or other complications during these preg- 
nancies. 

The patient was first seen in the prenatal clinic 
on November 2, 1939, and was instructed to re- 
turn weekly. She did not exhibit any untoward 
signs or symptoms obstetrically or medically. Her 
last visit to the clinic was on February 29, and 
she was not seen again until she entered the hos- 
pital. 

Examination at the time of admission revealed 
cyanosis of the lips, dyspnea to the point of or- 

*A series of selected case histories by members of the section will be 


published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 
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thopnea, and considerable edema of the lower ex- 
tremities. There was enlargement of the heart to 
the left and downward, and a presystolic and 
systolic murmur at the mitral area, with trans- 
mission to the axilla. The rate was 125, and the 
rhythm regular. The blood pressure was 160 sys- 
tolic, 110 diastolic. The respirations were 26, and 
there were many fine moist rales at both lung 
bases. The liver edge was palpable two finger- 
breadths below the costal margin. The fundus 
was four fingerbreadths below the xiphoid, and 
the fetal heart was audible in the left lower quad- 
rant. Rectal examination showed the cervix thick, 
not taken up and dilated to admit one finger. A 
consultation was held with a cardiologist, who re- 
ported: “The heart is enlarged to the left, the 
rhythm regular, the rate increased. There is a 
double mitral murmur. Mitral stenosis is the dom- 
inant lesion. The lungs are moist at both bases. 
Diagnosis: rheumatic heart disease (double mitral) 
and beginning decompensation. Recommend digi- 
talization, moderate restriction of fluids, a 1200- 
calorie diet and 4 gr. morphine sulfate every four 
or five hours as necessary.” 

The patient started in active labor at 10 p.m. 
on March 28, and after labor was well established, 
she was given 3 gr. Nembutal. Nitrous oxide and 
oxygen were administered during the second stage 
and during delivery, which resulted in a living 
male child. 

Obstetrically the patient had an uneventful post- 
partum course. Following delivery, respiratory 
distress was slightly relieved, but dyspnea con- 
tinued while the patient was in a recumbent posi- 
tion. The edema gradually disappeared, and the 
urinary output increased. Ten days post partum 
the moisture at the lower lung field had cleared, 
and the edema had entirely disappeared. The 
patient’s general condition was greatly improved, 
and her only complaint was. shortness of breath 
when lying down. She received ammonium chlo- 
ride and 1Y, gr. digitalis daily. In view of the 
improvement and the absence of any signs of car- 
diac decompensation, the patient was permitted 
to sit up on April 19, three weeks post partum. 
However, almost immediately edema of the ex- 
tremities reappeared, and absolute bed rest was 
again necessary. The temperature continued to 
remain normal, the pulse was regular, and the 
respirations were normal. The blood pressure 
ranged from 160 to 140 systolic, and 100 to 60 
diastolic. The urinary output again closely par- 
alleled the intake, the edema cleared, and the 
patient appeared greatly improved. On May 10 
she was allowed out of bed, and continued to be 
ambulatory until her discharge on May 18. 
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Comment. This case illustrates that rheumatic 
heart disease must always be considered a poten- 
tially serious complication during pregnancy. Previ- 
ous pregnancies without decompensation do not 
necessarily mean that the individual heart is able 
to carry on successfully in subsequent pregnancies. 
This patient gave no history of decompensation 
following the attacks of rheumatic fever or dur- 
ing two previous full-term pregnancies. Further- 
more, there was no apparent decompensation un- 
til approximately the stage of pregnancy at which 
the load is supposed to diminish. The patient went 
through her labor successfully, in spite of exist- 
ing signs of decompensation. That the heart mus- 
cle had been definitely damaged was shown by 
the history of recurring signs of cardiac failure 
when the patient was first allowed to get out of 
bed. This heart should never again be asked to 
stand the load of pregnancy; if pregnancy should 
take place, interruption should be considered. 


VETERANS’ INFORMATION ON DEATH 
CERTIFICATES 


In the June 13, 1940, issue of the Journal, attention 
was called to the failure of many physicians to list on 
death certificates the status of the deceased as a veteran, 
as required by Sections 9 and 10 of Chapter 46 of the 
General Laws. 

The standard death certificate has recently been revised 
by Arthur J. Hassett, registrar of vital statistics. These 
new certificates are ready for use, and in their present 
form there is even less excuse for the attending physi- 
cian to fail in making a complete record. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts 
Medical Society in co-operation with the Massachusetts 
Department of Public Health, the United States Public 
Health Service and the Federal Children’s Bureau, have 
been arranged for the week beginning March 9: 


BERKSHIRE 
Thursday, March 13, at 4:30 p.m., in the Bishop Me- 
morial Building, Pittsfield. Surgery of the Hand. 
Instructor: Franklin G. Balch, Jr. Harry G. 

Mellen, Chairman. 


BRISTOL soUTH (Fall River Section) 

Tuesday, March 11, at 4:30 p.m., at the Union Hos- 
pital, Fall River. Diagnosis, Treatment and 
Prognosis of Central-Nervous-System Syphilis. 
Instructor: Francis M. Thurmon. Howard P. 
Sawyer, Chairman. 


FRANKLIN 
Thursday, March 13, at 8:00 p.m., in the Library of 
the Franklin County Public Hospital, Greenfield. 
Pediatric Case Discussions. Instructor: Louis 

K. Diamond. Halbert G. Stetson, Chairman. 


HAMPDEN 
Wednesday, March 12, at 4:00 p.m., at the Academy 
of Medicine, Professional Building, 20 Maple 
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Street, Springfield, and at 8:00 p.m., in the Out- 
patient Department of the Skinner Clinic, Hol- 
yoke Hospital, Holyoke. Obstetric Complica- 
tions with Case Histories and Clinical Problems. 
Instructor: Meinolf V. Kappius. Alfonso A. 


Palermo, Chairman. 


HAMPSHIRE 
Thursday, March 13, at 4:15 p.m., in the Nurses’ 
Home of the Cooley Dickinson Hospital, North- 
ampton. Dermatitis and Eczema. Instructor: 
Bernard Appel. Robert C. Byrne, Chairman. 


WORCESTER 
Tuesday, March 1], at 8:30 p.m., in the Nurses’ 
Home of the Milford Hospital, Milford. The 
Treatment of Varicose Veins. Instructor: Robert 

R. Linton. Joseph Ashkins, Chairman. 


WORCESTER NORTH 

Friday, March 14, at 4:30 p.m., in the Nurses’ Home 

of the Burbank Hospital, Fitchburg. Therapeu- 

tic Uses of Preparations of Endocrine Glands: 

Thyroid gland, pituitary gland, ovary, testis and 

adrenal cortex. Instructor: William T. Salter. 
George P. Keaveny, Chairman. 


DEATH 


BRIGGS — L. Vernon Brices, M.D., of Boston, died at 
his winter home at Tucson, Arizona, February 28. He 
was in his seventy-ninth year. 

Born in Boston, he attended Boston Latin and Chauncy 
Hall schools, passing entrance examinations for Harvard 
Medical School at the age of fifteen. Although too young 
to be enrolled at the school he was allowed to attend lec- 
tures there. After a voyage arqund Cape Horn, for his 
health, he went to Honolulu, where he studied under Dr. 
John S. McGrew. A year later he returned to this coun- 
try, studied in San Francisco and also at Tufts College 
Medical School and Dartmouth Medical School. He 
finally received his degree from the Medical College of 
Virginia in 1899, and started the practice of psychiatry in 
Boston. 

Dr. Briggs then became the associate of Dr. Walter 
Channing at his Brookline sanitarium. He soon opened 
his own sanitariums, which were the first in the country 
to admit curable mental patients only. While secretary 
to the state board of insanity he did much to improve the 
care of the mentally ill in Massachusetts. 

He held fellowships in numerous societies, among 
which were the Massachusetts Medical Society and the 
American Medical Association, the American Psychiatric 
Association and the New England Society for Psychiatry. 


His widow and a son survive him. 


MISCELLANY 


NOTES 


Dr. Francis G. Blake, Sterling Professor of Medicine, 
has been appointed dean of the Yale University School 
of Medicine. 


Dr. William T. Salter, assistant professor of medicine, 
Harvard Medical School, associate physician, Thorndike 
Memorial Laboratory, and junior visiting physician, Bos- 
ton City Hospital, has been appointed professor of phar- 
macology, Yale University School of Medicine. 
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Dr. Merrill Moore has been appointed to serve as medi- 
cal director of the Washingtonian Hospital. 

On January 24, Dr. William B. Castle gave the Edward 
Gamaliel Janeway Lecture at Mount Sinai Hospital, New 
York City, his subject being “Hemolytic Anemias.” 


RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR JANUARY, 1941 


Diseases JaANuARY JANUARY Five-YEAR 
1 194 


Averace® 
Anterior poliomyelitis ............. 0 2 0 
1574 2328 1924 
Dysentery, bacillary ............... 3 35 13 
German measles 63 36 96 
Lohar pneumonia 1052 623 725 
Measles 1888 962 1833 
Meningococcus meningitis ......... 8 3 8 
Sree 836 562 954 
Paratyphoid B fever.............-.. 5 5 1 
Tuberculosis, pulmonary .......... 293 167 260 
Tuberculosis, other forms.......... 25 21 29 


Undulant fever 5 
Whooping cough ............+-++- 1076 625 940 


*Based on figures for preceding five years. 


RARE DISEASES 

Diphtheria was reported from: Boston, 1; Chelsea, 2; 
Fall River, 3; Fitchburg, 1; Medford, 1; Waltham, 1; to- 
tal, 9. 

Dysentery, bacillary, was reported from: Danvers, 2; 
Lynn, 1; total, 3. 

Infectious encephalitis was reported from: Lowell, 1; 
total, 1. 

Malaria was reported from: Chelsea, 1; total, 1. 

Meningococcus meningitis was reported from: Boston, 1; 
Chicopee, 1; Framingham, 1; Lenox, 1; Melrose, 1; Mid- 
dleboro, 1; Newbury, 1; Taunton, 1; total, 8. 

Paratyphoid B fever was reported from Boston, 2; Low- 
ell, 2; Malden, 1; total, 5. 

Pellagra was reported from: Boston, 1; total, 1. 

Pfeiffer bacillus meningitis was reported from: Attle- 
boro, 1; Chicopee, 1; total, 2. 

Septic sore throat was reported from: Boston, 8; Fall 
River, 3; Lexington, 1; Lowell, 1; Merrimac, 1; Oxford, 1; 
Springfield, 1; total, 16. 

Trachoma was reported from: Boston, 1; Everett, 1; 
New Bedford, 1; total, 3. 

Trichinosis was reported from: Southbridge, 1; total, 1. 

Typhoid fever was reported from: Somerville, 1; Spring- 
field, 1; Worcester, 2; total, 4. 

Undulant fever was reported from: Athol, 1; Brockton, 
1; Gloucester, 1; Hudson, 1; Royalston, 1; total, 5. 


Chicken pox, dog bite, bacillary dysentery, German 
measles, mumps, scarlet fever and tuberculosis (other 
forms) were reported below the five-year averages. 

Measles, tuberculosis (pulmonary) and whooping cough 
were reported above the five-year averages. 

The incidences of meningococcus meningitis and undu- 
lant fever were not unusual. 

Typhoid fever showed low incidence. 

Diphtheria was reported at a record low figure for 
January. 
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Lobar pneumonia was reported at the highest figure 
since the corresponding month in 1929, 

Paratyphoid B fever reached the record high figure of 
last January. 


CORRESPONDENCE 


NOTICE TO BOSTON PHYSICIANS 


To the Editor: In order that physicians of Boston may 
more readily obtain outfits for the collection of sputum 
to be sent to the State Bacteriological Laboratory for pneu- 
monia typing, such outfits are now available at any one 
of the forty-five culture stations throughout the city 
which are maintained by the City of Boston Health De- 
partment for the distribution and collection of its own 
bacteriological-laboratory outfits, as well as for the dis- 
tribution of all state-supplied biologic products. Any 
physician using such a pneumonia sputum outfit is re- 
sponsible for its delivery to the State Bacteriological Lab- 
oratory at the State House, Room 527. This added serv- 
ice of the health departments concerned, emphasizes the 
value of pneumonia typing, particularly when it has been 
shown that chemotherapy is not the full answer in the 
treatment of pneumonia, and that physicians should be 
prepared to give serum therapy if good results with drugs 
are not obtained promptly. 

G. Lynve Gatety, M.D., Health Commissioner, 
City of Boston. 


REPORTS OF MEETINGS 


BOSTON ORTHOPEDIC CLUB 


A regular meeting of the Boston Orthopedic Club was 
held at the Boston Medical Library on December 16, 
1940, with Dr. Augustus Thorndike, Jr., presiding. The 
Society was addressed by Dr. Stuart Mudd, professor of 
bacteriology at the University of Pennsylvania School of 
Medicine, on “A New Method for the Preparation of 
Blood for Use in the Treatment of Shock and Allied Con- 
ditions.” 

Dr. Mudd briefly reviewed the history of blood preser- 
vation. In discussing the technics of desiccating blood 
serum or plasma, he stated that solid carbon dioxide was 
too expensive; that anhydrous calcium sulfate was cheap- 
er, owing to the reversibility of the process, and requires 
less attention but that the capacity for such a system is 
too small; and finally that the new vacuum pumps have 
a larger capacity and are more economical for large- 
scale desiccation. 

The speaker then went on to discuss the various uses 
of blood serum and plasma. One of the first for serum 
was in the prevention or treatment of specific infectious 
diseases of children, and there are now several large cen- 
ters scattered throughout the children’s hospitals of the 
country. Placental immune globulin, introduced by 
McKhann, is now considered effective in decreasing the 
severity or incidence of complications in measles or in 
the prevention of this disease in institutions. Pooled 
convalescent serum has been shown on the average to de- 
crease the incidence of scarlet fever in those exposed to 
the disease from about 14 to less than 2 per cent. It has 
also been used with variable results in the therapy of scar- 
let fever. The serum treatment of mumps, chicken pox 
and whooping cough is still in the experimental stage, 
and has not been accepted by the Council on Pharmacy 
and Chemistry of the American Medical Association, but 
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the statistics appear promising. The treatment of polio- 
myelitis with convalescent serum in the preparalytic stage 
is still controversial. Pooled serum taken from young 
men from congested areas who have been made hyper- 
immune by injections of Sauer’s vaccine has markedly 
reduced the morbidity and mortality of whooping cough 
in infants. The early use of convalescent serum in mumps 
appears advantageous, but it is probably ineffective after 
the virus has become intracellular, except to prevent in- 
volvement of new cells, especially those in the gonads. 
The results in chicken pox have not been so promising. 

Serum and plasma, in concentrated form, may be em- 
ployed to advantage in decreasing cerebrospinal-fluid pres- 
sure in operative cases or those of traumatic concussion. It 
is both logical and physiologic to use these substances, 
which contain both protein and electrolvtes. The blood 
pressure rises as the spinal-fluid pressure drops. One hun- 
dred cubic centimeters of four-times concentrated serum 
was shown to decrease the pressure for two days. Dr. 
Mudd explained that although the increment of body 
plasma gained from such infusions is only 10 per cent, 
this may be enough to keep the intravascular osmotic 
pressure above a critical level. It was pointed out that the 
water balance of the patient at the time of treatment 
must be considered in determining how much serum 
should be given and in what concentration. 

The third large group in which serum or plasma thera- 
py is effective is in patients who become poor surgical 
risks because of hypoproteinemia, as in chronic gastro- 
intestinal conditions. In such circumstances, healing is 
prone to be poor and wounds may open. Amino acid 
feeding has also been attempted. The intravenous use of 
serum or plasma in hypoproteinemia has proved effective. 

The final conditions discussed by Dr. Mudd were sec- 
ondary shock and burns, in which serum or plasma 
therapy is rapidly becoming the treatment of choice. In 
closing, the speaker observed that fresh serum or serum 
preserved in the fresh state may give a skin reaction, 
but that storage for some weeks in the liquid state 
seems to prevent this. It was suggested that this may 
be due to some labile substance involved in the clotting 
mechanism and preserved by immediate refrigeration. 
Plasma was considered the most ideal fluid. 

The discussion was opened by Dr. Francis T. Hunter, 
of the Massachusetts General Hospital, who stated that 
there is no evidence that typing of serum or plasma is 
not necessary. He said that the suggestion had been made 
that all plasma might be made universally compatible by 
absorbing the agglutinins on the unused cells, but that 
this seemed to make the procedure more difficult rather 
than simpler than blood tranfusion. Concerning the 
adoption of blood banks and the preservation of fluids, 
he stated that a centralized authority is necessary to main- 
tain the proper standard, and that the advantages may 
not justify the expense. 

Dr. Stephen J. Maddock, of the Boston City Hospital, 
remarked that the program is of more benefit to a munici- 
pal institution than to endowed hospitals, since in 1940 
the outlay for blood transfusions at the Boston City Hos- 
pital was two and a half times that at the Massachu- 
setts General Hospital. He added that liquid plasma 
was considered less expensive and easier to prepare than 
the dried form. 

Dr. Benjamin Alexander, of the Beth Israel Hospital, — 
where a bank has been used for over a year, — expressed 
his satisfaction with the results to date. One hundred 
transfusions of whole plasma were administered without 
reaction in a period of eight months, during which 500 
blood transfusions were given with only a few minor 
reactions. Dr. Alexander suggested that two types of 
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plasma be made: one in which all the possible blood con- 
stituents are preserved, and the other in which only the 
protein and electrolytes are saved by less delicate and 
easier methods. The latter material would be adequate 
for most cases of shock. He warned that the use of too 
much dried plasma in certain cases of shock might af- 
fect renal function by further increasing the prerenal 
deviation. The use of these materials has thus far proved 
ineffective in the nutritional edemas of hepatic cirrhosis. 

Dr. Frank Barton, of the Massachusetts Memorial 
Hospitals, emphasized the importance of separating the 
liquid plasma before the blood begins to hemolyze. Cul- 
tures should be taken to ensure its freedom from con- 
tamination, and a specially trained group should do all 
the work. In his experience the average dose of plasma 
was 500 cc. Pooled plasma in amounts up to 1000 cc. 
was used in many cases, without reaction. In regard 
to cost, Dr. Barton stated that most outpatients are more 
than willing to donate 500 cc. of blood for $7.50. 

Dr. Joseph Porter, of the Maine General Hospital, 
stated that after having given 2700 transfusions without 
a death, there had been 4 in the last 500. Two of these 
undoubtedly could not be attributed to the plasma. In 
answer to a question about the feasibility of such a sys- 
tem in relatively small institutions, Dr. Porter stated that 
there are great advantages in avoiding haste in emer- 
gencies and the spasmodic swamping of the hospital 
with groups of donors. At the Maine General Hospital 
a complete physical examination of each prospective 
donor and a blood smear to rule out malaria are now 
required. Finally Dr. Porter raised the question whether 
the use of four-times concentrated serum might not lead 
to more reactions. 

The discussion was closed by Dr. Mudd. He said that 
he did not believe that the adsorption of agglutinins is 
necessary, for reactions do not occur in practice. This 
may be owing to the fact that only pooled plasma is used, 
which may reduce the titer. Furthermore, the agglu- 
tinogen receptors in the tissue help adsorb these sub- 
stances. Dr. Mudd stated that although prothrombin 
and other more specialized elements are not necessary in 
the treatment of shock, such patients often have infec- 
tion or some other superimposed condition that these 
“extras” may benefit. Blood is not a practical fluid for 
war use, and should be replaced by liquid or preferably 
dry plasma or serum, for ease of shipment and storage, 
especially in tropical countries. Dilute rather than con- 
centrated plasma should be used in dehydrated patients 
in whom fluid is also needed. 


GREATER BOSTON MEDICAL SOCIETY 


A regular meeting of the Greater Boston Medical So- 
ciety was held at the Beth Israel Hospital on January 7, 
with Dr. Aaron Thurman presiding. The speaker of the 
evening was Dr. Ephraim Shorr, of New York City, who 
discussed “Recent Advances in Female Endocrinology.” 

Instead of surveying the whole field Dr. Shorr discussed 
the vaginal smear as a method of approach to the diagno- 
sis and treatment of certain conditions. It was admitted 
that it is not the only procedure, or even the best, and 
that it may not be applicable to every case; it is a clinical 
rather than a laboratory test, however, and therefore easily 
carried out. The development of this method from 1917, 
when vaginal changes were first correlated with the 
menstrual cycle in animals, to the present was reviewed. 
Dr. Shorr briefly described his technic of fixing and stain- 
ing vaginal smears, and showed lantern slides of the 
changes in the normal cycle as a basis for comparison 
with abnormal conditions. During menstruation there 


= 
Vol 
1 


Vol. 224 No. 10 


are red cells, white cells, mucous cells and some cornified 
epithelial cells. During the preovulatory stage, under the 
effect of estrin, there are largely cornified epithelial cells 
without any blood constituents. In the postovulatory pe- 
riod there are clumped epithelial cells, with less cornifi- 
cation, and some white blood cells. Then as the effect 
of progestin is felt in the premenstrual period, there is 
moderate cornification and many clumped epithelial cells. 

Dr. Shorr then discussed certain conditions in which 
atrophy of the vaginal mucosa is found. At the meno- 
pause there is a decrease of cornification, the epithelial 
cells become smudgy and indeterminate, oval thecal 
cells appear, bacteria are found and there is an increase 
of leukocytes. Essentially the same picture is found in 
amenorrhea, in which there is marked atrophy owing to 
the absence of estrogens and in which oval cells and 
leukocytes predominate. The changes that occur in the 
smears during estrogen therapy were then reviewed: the 
cytoplasm of the cells changes from lavender to green; 
there is a decrease of leukocytes and a concomitant in- 
crease in the size and development of the epithelial cells, 
and the amount of cornification is proportional to the 
degree of replacement. A proliferative endometrium re- 
sults, from which bleeding may occur four or five days 
after withdrawal, but with a persistent follicular smear 
instead of the usual postovulatory picture. Therefore, 
the first half of the cycle can be produced by estrogen 
substitution therapy, but progestin is necessary to com- 
plete the second half. The combination of these two hor- 
mones in castrates results in vaginal smears similar to the 
normal. Such smears may be of use, therefore, in de- 
termining the extent of replacement therapy with estro- 
gens and in controlling treatment in cases of menopausal 
syndrome and amenorrhea. Using this method to evalu- 
ate the efficacy of various estrogenic hormones, it has been 
determined that it takes 2000 to 3000 rat units per day to 
cause full estrus in a human being and that all prepara- 
tions given parenterally are equally effective. Orally 
about six times the parenteral dose is necessary to produce 
full estrus; it was further determined that estradiol is 
more potent than estrone, which in turn is more effective 
than estriol. 

On the basis of vaginal smears, the loss of menopausal 
symptoms falls into four groups, varying from a slight 
change toward estrus to complete replacement. In other 
words, the symptoms are not always proportional to the 
type of vaginal smear, and a question arises whether other 
than organic causes account for the symptoms. It may be 
that there are at present immeasurable factors, for rec- 
ords reveal many cases of recurrence or relief of symp- 
toms without any change of the vaginal smear. In an 
occasional patient the disappearance of symptoms may be 
due to recurrent spurts of ovarian activity, especially from 
the spring to the fall. 

In discussing dosage, Dr. Shorr pointed out that the 
parenteral route is, in the final analysis, the most economical. 
The wide spacing of doses was shown to be wasteful and 
inadequate for the production of estrus or the steady 
relief of menopausal symptoms. However, after determin- 
ing what degree of estrogenic replacement a given pa- 
tient requires for symptomatic relief, smaller or more 
widely spaced doses may be administered for those who 
require only a low degree of replacement, as measured 
by the vaginal smear, to remain asymptomatic. 

Dr. Shorr went on to discuss amenorrhea, of which 
there are primary and secondary forms. The first type, 
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the acyclic or atrophic form, is usually primary but may 
be secondary and has a continually atrophic vaginal 
smear, The second type is acyclic or intermediary and 
is always secondary; there may be some estrogen activity, 
but it is always diminished. The third type, which is also 
always secondary, is cyclic or subfunctional. The vaginal 
smear reveals a definite cycle of changes with some corni- 
fication and slight preovulatory bleeding, but the cycle is 
too small to produce normal menstruation. The method 
under discussion enables one to determine whether re- 
placement therapy is indicated. It is necessary to have a 
previous control period so that one’s results may be prop- 
erly evaluated. 

For the acyclic, atrophic form of amenorrhea, full re- 
placement therapy with estrogens should be carried out. 
They should be administered every month for two years 
in doses large enough to give a cornified smear. Bleed- 
ing should occur on withdrawal. This therapy should be 
continued for several years. The effect of such therapy 
on the uterus is minimal, compared with that found in 
the secondary form of amenorrhea. 

In following the results of the gonadotropic hormones 
on secondary amenorrhea, it has been shown that normal 
menstruation may occur even when there is no evidence 
of premenstrual activity. The androgens appear to have 
two different effects on the menopause. When they are 
administered to patients under estrogen therapy, there 
appears to be a peripheral neutralization of the latter as 
mirrored in the vaginal smear and symptoms. On the 
other hand, there is a definite alleviation of symptoms 
by androgen therapy in many cases, despite atrophic 
smears. It has been hypothecated that this is due to a de- 
pression of gonadotropic hormone, but the urinary level 
of this hormone is usually high. In the normal female 
there is a gradual onset of atrophic smears while the 
urinary estrogens are still high; therefore, the explana- 
tion is probably referable to a depression of the gonado- 
tropic hormones rather than to a peripheral neutralization 
of the estrogens. The androgens must consequently be 
considered nonphysiologic, although they often have the 
desired effect. It was warned that these substances must 
be used with care and in the preper dosage. In conclu- 
sion, Dr. Shorr referred to two cases of menorrhagia in 
which high doses of androgens failed to decrease follicu- 
lar activity and in which operation revealed cystic ovaries. 


The discussion was opened by Dr. Samuel Gargill, who 
was very enthusiastic about the results obtained at the 
Beth Israel Hospital in ovarian dysfunction, especially in 
functional sterility. He pointed out that although all 
women at the menopause reveal the same vaginal smear, 
only about 40 per cent have symptoms. The most bother- 
some problem in amenorrhea has been the decision 
whether to supplement or to use substitution therapy. The 
discussion was closed by Dr. Shorr, who suggested that 
this problem would persist until some indices for judging 
ovarian potentialities were found. Although primary 
amenorrhea is almost invariably acyclic and atrophic in 
form and associated with somatic defects, this condition 
can occur in secondary amenorrhea. This, therefore, sel- 
dom aids in determining which form of therapy should 
be employed. In chosing Dr. Shorr defined the meno- 


pausal syndrome —in answer to a question—as an un- 
pleasant group of symptoms sometimes relieved by hor- 
mones and usually occurring at the menopause, but oc- 
casionally before or after. 
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MASSACHUSETTS MEDICAL SOCIETY 


SPECIAL MEETING OF THE COUNCIL 


A spEcIAL meeting of the Council of the Massa- 
chusetts Medical Society will be held in John Ware 
Hall, Boston Medical Library, 8 Fenway, Bos- 
ton, on Wednesday, April 9, 1941, at 10:30 a. m,, 
by vote of the Council on February 5, 1941, as 
provided in Chapter IV, Section 1, of the by-laws. 

Business: To consider various changes in the 
by-laws recommended to the Council at its meet- 
ing on February 5, 1941 by the Committee on 
Medical Education and Medical Diplomas and by 
the Committee to consider new officers and by-laws. 

Incidental business. 

Rosert N. Nye, Secretary pro tempore. 

Councilors are asked to sign one of the two attendance books before 


the meeting. The Cotting luncheon will be served immediately after the 
meeting. 


NOTICES 


ANNOUNCEMENT 


Dr. Rosert R. Linton announces the opening of an 
office at 1101 Beacon Street, Brookline. 


JOSEPH H. PRATT DIAGNOSTIC HOSPITAL 


A series of weekly clinics on disorders of the blood will 
be given by Dr. William Dameshek on Wednesday after- 
noons from 3:30 to 5:00 during April and May in the 
auditorium of the hospital, 30 Bennet Street. These in- 
formal presentations will deal with cases of anemia, 
leukemia, polycythemia, vitamin deficiencies and with cer- 
tain aspects of the blood cells and bone marrow. 

All physicians and medical students are welcome. Ad- 
mission is free. Those who wish to attend must register 
in advance, either by telephone (HAN 5650) or by mail 
(Secretary of the Postgraduate Division, 30 Bennet Street, 


Boston). 


BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 


TA 


The Boston Doctors’ 
Symphony Orchestra will 
rehearse under Alexander 
Thiede, formerly concert- 
master of the Cleveland 
Symphony Orchestra, ev- 
ery Thursday at 8:30 p.m. 
Those interested in becom- 
ing members should com- 
municate with Dr. Julius Loman, Pelham Hall Hotel, 
Brookline (BEA 2430). 


MASSACHUSETTS ASSOCIATION 
FOR OCCUPATIONAL THERAPY 


“Occupational Therapy Pays Its Way” is the title of a 
dramatization to be presented by the Massachusetts Asso- 
ciation for Occupational Therapy at the annual meeting 
of the New England Hospital Assembly, March 14, at 


Mar. 6, 1941 


the Hotel Statler. In a series of four skits it will show 
how occupational therapy has become a valuable aid in 
the care of the ill through scientifically applied activity di- 
rected toward physical, social and economic rehabilitation. 

Represented in the cast will be Dr. Roy D. Halloran, 
superintendent of the Metropolitan State Hospital and 
president of the Massachusetts Occupational Therapy 
Association. Others include therapists from the Robert 
B. Brigham, Massachusetts General, Children’s, Faulkner 
and McLean hospitals and the Boston School of Occupa- 
tional Therapy. 


MASSACHUSETTS SOCIETY FOR RESEARCH 
IN PSYCHIATRY 


The next meeting of the Massachusetts Society for Re- 
search in Psychiatry will be held at the Grafton State Hos- 
pital on Thursday, March 13, at 8 p. m. 


ProGRAM 


Osteitis Deformans Associated with Mental Disease. 
Drs. E. V. Semrad and R. Wadsworth and Mr. S. 
Horwath. 

Creatinine-Creatine Excretion in Schizophrenia. Dr. 
W. Corwin and Mr. S. Horwath. 

Report of Committee on Convulsive Therapy, with 
discussion of plans for the May meeting. 


SOUTH END MEDICAL CLUB 


There will be a meeting of the South End Medical 
Club at the headquarters of the Boston Tuberculosis As- 
sociation, 554 Columbus Avenue, Boston, on Tuesday, 
March 18, at 12 m. Dr. Francis M. Rackemann will speak 
on “Asthma: Its treatment.” 

Physicians are cordially invited to attend. 


MASSACHUSETTS TUBERCULOSIS LEAGUE 


The annual meeting of the Massachusetts Tuberculosis 
League will be held on Thursday, March 20, at the Uni- 
versity Club, Trinity Place and Stuart Street, Boston. 


PROGRAM 


11:00 a.m. Business meeting. 
12:30 p.m. Luncheon. 
1:45 p.m. Presidential Address. Dr. Frederick T. 
rd. 
Keeping Up to Date on Tuberculosis Pa- 
tients. Dr. Alton S. Pope. 
How Are State Rules and Regulations Re- 
garding Tuberculosis Being Carried 
Out? Miss Margaret S. Boyle, R.N. 


3:30 p.m. Board of Directors’ meeting. 


The charge for luncheon will be $1.00 per person. Res- 
ervations should be sent to: Massachusetts Tuberculosis 
League, 1148 Little Building, Boston. Tel. HAN 5480. 


FREE PUBLIC LECTURES 
The Quincy City Hospital, in conjunction with the So- 

cial Service Committee, is offering a course of free health 

lectures to be given in the Administration Building of 

the Hospital at 3 p.m. on Sundays. The schedule is as 

follows: 

March 9, First Aid: What to do in any emergency. Dr. 
Frederic N. Manley. 

March 16. Diet and Care of Infants. Dr. Edmund 
Fitzgerald. 
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March 23. Diet and Reducing: How to retain that ideal 
weight. Miss Marjorie L. Foster. 

March 30. Signs, Symptoms and Treatment of Cancer. 
Dr. Walter L. Sargent. 

April 6. “Magic Bullet” and Venereal Diseases. Dr. Ed- 
win E. Smith. 

April 13. Fractures, Broken Bones, X-rays and Splints. 
Dr. F. Ramon Burke. 

April 20. Py Symptoms and Treatment of Appendici- 
tis. Dr. J. Edward Knowlton. 


NEW ENGLAND OTO-LARYNGOLOGICAL 
SOCIETY 


The regular spring meeting of the New England Oto- 
Laryngological Society will be held on Wednesday, 
March 19, at the Massachusetts Eye and Ear Infirmary, 
243 Charles Street, Boston, at 4 p.m. The evening pro- 
gram will be devoted to a symposium on “The Manage- 
ment of Some of the Complications Arising from Acute 
and Chronic Otitis Media.” Discussion will follow by 
Drs. Harold Tobey, Charles T. Porter, Maxwell Finland, 
Champ Lyons, W. Jason Mixter and Charles S. Kubik. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistrIicT FOR THE WEEK BEGINNING 
Sunpay, Marcu 9 
Sunpay, Marcu 9 


t4 p.m. The Pathway of Medical Discovery. Dr. a Fitz. 
public lecture. Hurvard Medical School, Building D 


Free 


Monpay, Marcu 10 
12:15-1:15 p.m. Clinicopathologic conference. 
Hospital amphitheater. 


Peter Bent Brigham 


Tuespay, Maacn 11 
*9-10 a.m. Psychiatric Examination of Recruits. Dr. 
Joseph H. Pratt Diagnostic Hospital. 
12:15-1:15 p.m. Clinicoroentgenologic conference. Peter Bent Brigham 
Hospital amphitheater. 
8 p.m. Ten Years’ Experience with Avertin. 
R. F. Sheldon. New England Society of Anesthesiology. 
chusetts General Hospital, White Auditorium. 
8:15 p.m. Harvard Medical Society. Peter Bent Brigham Hospital 
amphitheater. 
Wepnespay, Marcu 12 
New England Hospital Assembly. Hotel Statler. 
*9-10 a.m. Hospital case presentation. Dr. S. J. Thannhauser. 
H. Pratt Diagnostic Hospital. 
*12 m. Clinicopathological conference. 


A. W. Stearns. 


Drs. G. A. Leland and 
Massa- 


Joseph 
Children’s Hospital. 


Tuurspay, Marcn 13 

New England Hospital Assembly. Hotel Statler. 

*8:30 a.m. Combined clinic of the medical, surgical, orthopedic and 
pediatric services of the Children’s Hospital and the Peter Bent 
Brigham Hospital, at the Peter Bent Brigham Hospital. 

*9-10 a.m. The Enzymatic Breakdown of Carbohydrates. Dr. G. 
Schmidt. Joseph H. Pratt Diagnostic Hospital. 

*8:15 p.m. Mechanical Derangements of the Knee. Dr. Edwin F. Cave. 
United States Naval Hospital, Chelsea. 


Fripay, Marci 14 
New England Hospital Assembly. Hotel Statler. 
Massachusetts Association for Occupational Therapy. Hotel Statler. 
*9-10 a.m. The Neurologic Complications of Some of the Common 
Contagious Diseases. Dr. R. C. Eley. Joseph H. Pratt Diagnostic 
Hospital. 


Saturpay, Marcu 15 
*9-10 a.m. Hospital case presentation. 
H. Pratt Diagnostic Hospital. 


Dr. S. J. Thannhauser. Joseph 


*Open to the medical profession. 
to the public. 


Marcu 8—American Board of Ophthalmology. Page 201, issue of 


August 1. 
Marcu 9—ApriL 20 — Free public lectures, Quincy City Hospital. Page 
6 


Marca’ 13 —Pentucket Association of Physicians. Page 263, issue ot 


August 15. 
Marcu 13 — Massachusetts Society for Research in Psychiatry. Page 436. 
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Marcu 18 — South End Medical Club. Page 436. 

Marcu 19 — New England Oto-Laryngological Society. Notice above. 

Marcu 20 — Massachusetts Tuberculosis League. Page 436. 

Marcu 21-22 — New York University College of Medicine, Alumni Day. 
Page 135, issue of January 

Marcu 26 — Tufts College Medical School Alumni Association. 
issue of February 20. 

Marcu 3l—Ariit 4 — Sixth Annual Postgraduate Institute of the Phila- 
delphia County Medical Society. Page 349, issue of February 20. 

Apri 2-4— New England Health Institute. Page 298, issue of Feb- 
ruary 27. 

21-25-— American College of Physicians. 
une 20. 


Page 348, 


Page 1065, issue of 


Aprit 28-30 — American Academy Medicine. Scientific ses- 


sion. Hotel Pennsylvania, New York C 
May 21, 22 — Massachusetts Medical aa Boston. 


May 28—-June 2— American Board of Obstetrics and Gynecology. 
262, issue of February 6. 


June 2-6 — American Medical Association. Cleveland, Ohio. 
Ocroser 14-17 — American Public Health Association. Page 135, issue 
of January 16. 


Page 


District MEpIcAL 


ESSEX SOUTH 

Apri 2 — Pediatric Problems in General Practice. 
Addison Gilbert Hospital, Gloucester. 

May 14 — Relation of the Doctor to the Law. Mr. Leland Powers. 
Ocean House, Swampscott. 


Dr. Joseph Garland. 


New 


FRANKLIN 
Marcu 11, 
May 13. 


Meetings will be held at Il a.m. at the Franklin County Hospital, 
Greenfield. 


NORFOLK 
Marcu 25 — To be announced. 
May 8 — Censors’ meeting. WHotel Puritan. 


SUFFOLK 
Aprit 30 — Page 604, issue of October 10. 
May 1 — Censors’ meeting. Page 261, issue of February 6. 


WORCESTER 

Marcu 12 — Memorial Hospital, Worcester. 

Apri 9 — Hahnemann Hospital, Worcester. 

Supper at 6:30 p.m. followed by a business meeting and scientific pro 
gram. 


BOOK REVIEWS 


Medical Nursing. By Edgar Hull, M.D.; Christine 
Wright, R.N., B.S., and Ann B, Eyl, B.S. 8°, cloth, with 
168 illustrations, including 11 color plates, Philadelphia: 
F. A. Davis Company, 1940. $3.50. 


This textbook for nurses, written by an internist, a 
nurse and a dietitian, is the answer to the busy student 
nurse’s prayer. It is a concise, authoritative book, writ- 
ten from the nurse’s standpoint. 

Not only are the medical subjects adequately treated, 
but each chapter also contains a discussion of the special 
nursing problems involved. A presentation of pertinent 
dietetic factors adds to the value of the text. The subject 
matter in general is handled thoroughly, is distinctly up 
to date and deals not only with diseases of the system, 
but also with such subjects as the deficiency diseases, 
metabolism and allergy. There are adequate discussions 
of chemotherapy, the use of Dilantin in epilepsy, and 
some of the more recent uses of dihydrotachysterol in 
hypoparathyroidism. Proper emphasis is placed on the 
necessity for avoiding starvation diets in cases of peptic 
ulcer. 

A book by three authors inevitably contains occasional 
overlapping or omission of some subject matter. Thus 
one finds a detailed description of the diet for patients 
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suffering from chlorosis, but the authors fail to describe 
the disease itself. Such oversights are few, however, and 
detract little from the excellence of the book. The print 
is clear, and the division of each page into two columns 
ensures easy reading. 

This book is recommended as a worthwhile addition to 
the nurse’s library. 


A Manual of Neurohistologic Technique. By Oscar A. Tur- 
ner, M.D. 4°, cloth, 73 pp. St. Louis: C. V. Mosby Com- 
pany, 1940. $2.00. 


This valuable contribution to neurohistologic technic 
is to be commended for the clarity and conciseness of its 
presentation. It is intended for technicians working in a 
general pathological laboratory. The methods considered 
may be carried out on formalin-fixed tissues. A bibliog- 
raphy has been included for those who wish to delve fur- 
ther into the subject. The last few decades have added 
much to the nature and function of the nervous system, 
and this book will serve to give insight into some of the 
steps taken in this direction. 


Public Health Administration in the United States. By 
Wilson G. Smillie, A.B., M.D., Dr.P.H. Second edition. 
8°, cloth, 553 pp., with 22 figures, and 9 plates. New 
York: Macmillan Company, 1940. $3.75. 


Public-health administration differs considerably in the 
various parts of our country. Even in a circumscribed 
location, rural, municipal, state and federal health ad- 
ministrations and the voluntary health organizations may 
well show diversified practices. Public-health administra- 
tion must necessarily be based on preventive medicine. 
The principles of preventive medicine are constantly 
changing, and with them public-health administration. 

In his earlier volume Dr. Smillie selected public-health 
administrative methods that had been employed by com- 
petent men and had been proved to have merit. In the 
present volume he has included the changes that have 
occurred during the preceding five years. 

Owing to the Social Security Act of 1935, public-health 
activities have made more advances during the last five 
years than they did during the previous quarter of a 
century. Improvement in administrative procedures in 
the control of scarlet fever, typhoid fever, measles, whoop- 
ing cough, influenza, syphilis, gonorrhea and pneumonia 
has necessitated a revision of the chapters on these dis- 
eases in the light of present knowledge. Knowledge con- 
cerning nutrition has increased appreciably, and com- 
munity efforts to improve nutrition have made impor- 
tant changes in health programs. The public-health ad- 
ministration for epidemic encephalitis, tularemia and 
trichinosis has been added to this volume. 

An appendix is furnished that gives qualifications for 
various health personnel and a two-foot reference shelf for 
local health departments. Comprising about one hundred 
pages more than the previous edition, this volume should 
be indispensable to the local health administrator. 

Inasmuch as concise information is furnished regarding 
therapy and epidemiology of a large number of diseases 
that the physician will meet in his practice, this volume 
should be of interest to the general practitioner. 


Tuberculosis and Genius. By Lewis J. Moorman, M.D. 
8°, cloth, 272 pp., with 10 portraits. Chicago: University 
of Chicago Press, 1940. $2.50. 

Since the victims of tuberculosis have been herded to- 
gether in sanatoriums, forced to submit to the tyrannical 
rules of community life and restrained to a purely vegeta- 
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tive existence, they have reacted in various ways to the 
abnormal conditions thus imposed upon them. Struck by 
some of these reactions, numerous clinicians have felt the 
urge to become amateur psychiatrists, and have tried their 
newly discovered talent on the rich material placed at 
their disposal by a kindly providence. Such tentatives are 
noble inasmuch as they mean an effort to understand and 
to help the sick. They become less than useless when they 
serve as a foundation for fantastic theories. 


Tuberculous patients have been branded as dissolute 
erotics and beautified as angels of chastity; they have been 
described as ferocious egotists and also presented as gen- 
erous Don Quixotes; they have been shown to cower ab- 
jectly in the presence of illness and then to bear its 
trials heroically; they have been seen to despair at the 
thought of death, and on the contrary, to exhibit the tradi- 
tional spes phthisica; they have been alternately relegated 
among the morons and exalted to the rank of geniuses. 
The poor wretches! So bad and yet so good! So low 
and still so high! Are they really different from the rest 
of humanity? Why attribute any of their traits to the 
tubercle bacillus? The nervous cells may be influenced, 
to some extent, by the physiologic alterations resulting from 
a disease — any disease—and the psyche may feel some 
repercussions. The reactions will manifest themselves by 
an accentuation of the natural traits of the individual tem- 
perament, so slight as to be imperceptible in most cases. 
Far more important than this biological factor is the com- 
motion resulting from the moral upheaval that is the 
necessary accompaniment of illness: fear of death, physical 
pain, humiliation, financial worries, idleness, lonesome- 
ness, and so forth. These being in direct proportion to the 
seriousness of the disease and to the length of treatment it 
requires, is it any wonder that tuberculosis ranks first 
among mental disturbers? 

So much for the patients who are known to be tubercu- 
lous and who are themselves aware of their condition. 
When it comes to excursions into history such as that of 
Dr. Moorman, to diagnoses based on assumptions and 
to theories soaring to such heights as the seventh heaven 
of genius, one has the right to feel dizzy! 

First, even the diagnoses are to be questioned. Take the 
case of Voltaire. Could not he have had bronchiectasis 
instead of tuberculosis? Could not he have been a dys- 
peptic? He had the facies of one. If he did have tuber- 
culosis, the bacilli that took eighty-four years to kill their 
man were not sufficiently biting to sharpen the incisiveness 
of his cynical wit. Besides, to be certain that the spark 
of genius was kindled or even made brighter by the tu- 
bercle bacillus in any of these powerful minds one would 
have to eliminate all other possibilities. Knowing the 
artistic temperament, one may be permitted to suggest 
the existence of a sprinkling of spirochetes. 


The author’s theory itself may also be challenged, for 
it is entirely based on assumptions and beliefs. In his 
twenty-five-page introduction, he records the opinions of 
numerous writers concerning the influence of tuberculosis 
on the minds of those suffering from the disease. They 
run as follows: “Some authorities have held that... .” 
“Some people ascribe their genius to... .” “It is entirely 
conceivable that the tuberculous byproducts are capable 
of... .” “Erick Stern is inclined to attribute the mani- 
festations of genius to the toxic action... .” All this is 
too weak for a foundation. 

Genius transcends contingencies. Moliére, Keats and 
Shelley would have been Moliére, Keats and Shelley, re- 
gardless of their tuberculosis, just as Balzac, DeQuincey 
and Poe would have written beautifully without coffee, 
opium and alcohol. Let us continue to show to our pa- 
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tients those mighty figures and to point to their accom- 
plishments in the face of handicaps. To tell them that 
the creative power of genius is enhanced by the toxins of 
such or such a germ would seem to be unjustifiable. 


The Neuroses in War. By several authors under the edi- 
torship of Emanuel Miller, M.A. (Cantab.), M.R.C.P., 
D.P.M. (Camb.), with a concluding chapter by H. 
Crichton-Miller, M.D., F.R.C.P. 8°, cloth, 250 pp. New 
York: Macmillan Company, 1940. $2.50. 


A group of authors under the guidance of Dr. Emanuel 
Miller have written about their experiences in World 
War I in regard to the care of soldiers suffering from psy- 
choneuroses. The whole subject, including the early lit- 
erature, is carefully reviewed, and authorities in special 
fields discuss the particular problems associated with the 
psychoneuroses. The book, therefore, should form an ex- 
cellent basis for the care of the psychoneuroses as they de- 
velop in World War II. A little has been added, in the 
form of an appendix, about the treatment facilities in 1940 
for civilians, and there are a few pages on psychiatric 
pharmacology, a subject that has become important in the 
last year. Some reports have appeared in regard to the treat- 
ment of men evacuated from Dunkirk with drugs, particu- 
larly those of the narcotic type used as a basis for psycho- 
therapy. The value of this method is not by any means 
widely accepted, but the fact that it is being used justifies 
the inclusion of a brief notice in this book. 

The volume, in general, is of value as a summary of our 
knowledge of the psychoneuroses under war conditions 
and as an indication of how patients so afflicted ought to 
be treated in the present emergency. 


Clinical Diabetes Mellitus and Hyperinsulinism. By Rus- 
sell M. Wilder, M.D., Ph.D., F.A.C.P. 8°, cloth, 459 pp., 
with 19 illustrations. Philadelphia and London: W. B. 
Saunders Company, 1940. $6.00. 


In this excellent monograph are summarized the clini- 
cal experience of the author during twenty-five years 
largely devoted to diabetes mellitus. Emphasizing the 
complexity of the subject, he has purposely omitted exten- 
sive consideration of the theory of carbohydrate metab- 
olism, the physiology of experimental diabetes and the 
pathology of diabetes. He adheres to the unitarian con- 
ception of diabetes—an abnormality of metabolism due 
to insufficiency of the insulin activity of the pancreas. The 
homeostasis of the blood-sugar level is permanently dis- 
turbed, a fact that distinguishes diabetes from all other 
conditions, including diseases of the liver, central nervous 
system and endocrine glands, in which hyperglycemia, if 
it occurs, is but temporary. The primary cause of diabetes 
is therefore an inadequate insular reserve. The influence 
of the pituitary gland, adrenal glands and liver is impor- 
tant in regulating the level of the blood sugar, but not in 
the primary causation of diabetes. The author stresses 
the hereditary inferiority of the insular reserve. 

Almost all patients at the Mayo Clinic who require in- 
sulin are given protamine zinc insulin. Methods and 
dosages are discussed in detail. Nearly fifty pages are 
devoted to dietary treatment. The many complications, 
including acidosis, surgery, pregnancy and diseases of 
the nervous system, liver, arteries, skin, genitourinary 
tract, thyroid and pituitary glands, receive careful clinical 
presentation. The important subject of hyperinsulinism, 
with special reference to tumors of the islands of Langer- 
hans, is given forty pages and will be found worthy of 
careful study by any physician faced with the difficult 
problems of diagnosis and treatment when this condition 
is suspected. 
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Organization, Strategy and Tactics of the Army Medical 
Services in War. By Lieutenant Colonel T. B. Nicholls, 
M.B., Ch.B. With chapters by Air-Commodore A. S. 
Glynn, M.B., Ch.B., K.H.S., R.A.F.; Colonel A. R. Laurie, 
M.B., Ch.B., D.M.R.E. (T.A.); and Colonel F. G. 
Lescher, Medical Corps, M.A., M.D., M.R.C.P. (T.A.). 
8°, cloth, 488 pp. London: Bailligre, Tindall and Cox, 
1940. Obtainable in the United States from Williams 
and Wilkins Company. $5.00. 


The second and enlarged edition of this book by Lieu- 
tenant Colonel Nicholls is a valuable contribution to mili- 
tary medical literature. The author’s wide experience 
during World War I, in the Royal Army Medical Corps, 
of the British Expeditionary Force, when he commanded 
almost every kind of unit in the field, has given him a 
thorough grasp of the needs and difficulties of the medical 
department in war. The text of this edition has been re- 
vised so that the pages can be more easily read, and em- 
phasis has not been placed, as in the previous edition, on 
every trivial statement. 

Part I discusses general principles. The magnitude of 
the organization, the necessary personnel and enormous 
amount of equipment of the medical services of a nation 
in modern war are adequately described. Not only must 
the medical services be equipped to care for large num- 
bers of casualties, but they must also be able to evacuate 
promptly all those able to be moved. Medical officers 
should have in mind, at all times, the primary objective of 
returning all casualties rapidly to duty, in other words, to 
conserve the man power of the nation at war. 

The following fundamental principles are stressed: the 
first duty of the medical services is the preservation of the 
health of the troops; a reserve of supplies and personnel 
must always be kept; time spent in reconnaissance, by 
medical officers in command, is rarely wasted; tactical 
requirements must be pre-eminent, so that the demands 
of the medical services take second place; the collection, 
professional care and treatment of sick and wounded, as . 
well as their evacuation, are duties of the medical services. 

The chapter, “General principles,” is of value in point- 
ing out to medical officers the fundamentals on which ac- 
tion of the army, as a whole, is based. If the medical offi- 
cer in command of a unit understands these seven prin- 
ciples, his own activities will be intelligent, and his ability 
to meet and solve his problems will be greater. The 
chapter, “The appreciation of the situation,” deserves care- 
ful study. The chapter, “Calculation of casualties,” with 
a double-page table of casualties in the battles of World 
War I, gives a striking picture of the sudden heavy bur- 
dens thrown on the medical services. 

Part II takes up in detail the organization and equip- 
ment of each medical unit, from front to rear: regimental 
aid post, advanced dressing station, main dressing station, 
casualty clearing station, and so forth. It includes a new 
section, “Transportation of casualties by air,” which is in- 
structive, although more applicable to desert and frontier 
warfare, as in India, Egypt or Iraq. 

Part III, strategy and tactics, with application to the 
medical services, is important. With a good knowledge 
of them, an officer will be able not only to understand 
better his orders and instructions, but also to adapt his 
medical organization to the varying conditions of the 
battle, as well as possibly to anticipate the outcome. 

Part IV, “Medical Arrangements for Military Casualties 
at Home,” by F. Graham Lescher, of the Emergency 
Medical Services, covers a new and, at present, very im- 
portant subject. Truly a war between nations, as carried 
on now, is a war on men under arms as well as on 
women and children — barbarous and cruel. 
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Part V, “Problems and Exercises,” is primarily for ofh- 
cers of the Royal Army Medical Corps, and therefore is 
less useful to medical officers of the United States Army. 

The list of abbreviations used in the text, with their 
meanings, a full index, which needs some corrections, and 
blank pages for memoranda and notes, at the end, add 
value to the volume. The book can be strongly recom- 
=" for study and reference by military medical of- 

cers. 


The Injured Back and Its Treatment. Edited by John D. 
Ellis, M.D. Contributing authors: H. Earle Conwell, 
M.D., Loyal Davis, M.D., Nathan S. Davis, III, M.D., 
John D. Ellis, M.D., Ralph K. Ghormley, M.D., Hale A. 
Haven, M.D., Professor Sir Arthur Keith, F.R.C.S., 
F.R.S., and Robert B. Osgood, M.D. 4°, cloth, 377 pp., 
with 156 illustrations and 3 tables. Springfield, Illinois: 
Charles C Thomas, 1940. $5.50. 


In this book a group of well-known industrial and or- 
thopedic surgeons have collaborated to give a complete 
account of the present knowledge of spinal injuries. The 
book is well edited, and the illustrations are good. 
ginning with a discussion on the acquisition of the up- 
right posture in man, it reviews in turn the physiology 
of referred pain as well as local pain in relation to vari- 
ous injuries of the back, and then discusses the various 
etiologic factors that produce spinal disabilities. The 
chapter on examination of the back is one of the best 
parts of the book; it covers satisfactorily all the things 
that the examiner should consider and then gives a help- 
ful summary for the interpretation of the findings. 

Treatments of all types are discussed. Since this trea- 
tise is written primarily for those who already have 
some familiarity with spinal injuries, the discussion of 
treatment and of the various indications is probably ade- 
quate. However, the outline of treatment is not sufh- 
cient as a guide for the general practitioner, for whom a 
fuller description of therapy and a discussion of what not 
to do would be helpful. One would like to see also a 
fuller’ account of therapy for the more chronic disabili- 
ties of the spine, particularly those in patients who fail 
to get well under the simple, indicated types of treat- 
ment. There is no mention of treatment in Marie- 
Striimpell disease and osteoarthritis, or in slowly pro- 
gressive metastatic cancer involving the spine. All these 
not infrequently must be considered in the diagnosis and 
treatment of spinal injuries. The book is well arranged 
and well written. A complete bibliography follows each 
chapter. It should be a valuable reference book for 
orthopedic and industrial surgeons, and is recommended 
without hesitation as the best treatise on spinal injuries 
yet published in the English language. 


The Life of Sir William Osler. By Harvey Cushing, 
M.D. Complete in One Volume. 8°, cloth, 1417 pp., 
with 10 illustrations. New York: Oxford University 
Press, 1940. $5.00. 


Harvey Cushing’s Life of Sir William Osler is one of 
the great medical biographies. Few books written about 
doctors give such a fine picture of a medical colleague. It 
was first published in two volumes in 1925, with numer- 
ous illustrations, being priced at $12.50. Many medical 
students, for whom the book was intended, were unable 
to purchase it because of the expense, and therefore the 
same work, without deletion so far as the text is con- 
cerned, has been issued in a single volume for $5.00. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 6, 1941 


Unfortunately, the present edition is not quite what one 
would desire. Many of the illustrations of the first edition 
have been omitted, and for the original frontispiece, one 
of the most charming illustrations of a doctor ever repro- 
duced, a photograph of the Vernon Plaque has been sub- 
stituted. The profile is hard and cold, and reflects noth- 
ing of Osler’s warmth and charm, characteristics so 
strongly a part of his personality. 

There is evidence, moreover, of considerable haste in 
compiling this volume. Some of the corrections printed 
subsequent to the issue of the first edition have been in- 
corporated in the new work; others have been omitted, 
and some have been “corrected” incorrectly. In the 
leaflet issued in connection with this edition, there are a 
number of errors, some of which can be attributed only to 
gross carelessness on the part of the publisher. In one 
picture, for example, a young man standing beside Sir 
William Osler is identified incorrectly as his son. 

Finally, the book is too heavy and large for convenient 
handling. Medical students are more likely to avoid such 
a book than to read it thoroughly. It is the kind of 
work that should form part of a “Bedside Library,” simi- 
lar to that advocated by Osler himself. Surely, this awk- 
ward, heavy volume is not the kind of book that anyone 
would read in bed. 

There is also to be issued, according to the leaflet, a 
two-volume edition, priced at $10.00. No indication is 
given whether or not this is a reprint of the original, with 
all illustrations. If it is a true reprint, with the correc- 
tions properly made, any medical student wishing to 
acquire this biography of the greatest physician developed 
in the Western Hemisphere would do well to purchase 
the more inclusive volume. 


The Compleat Pediatrician: Practical, diagnostic, thera- 
peutic and preventive pediatrics. By Wilburt C. Davison, 
D.Sc., M.D. Third edition. 8°, cloth, 256 pp. Durham, 
North Carolina: Duke University Press, 1940. $3.75. 


In publishing The Compleat Pediatrician, Dr. Davison 
has imposed a great debt of gratitude not only on special- 
ists, but also on all doctors charged with the care of chil- 
dren, sick or well. For the word “compleat” in the title 
is no misnomer. The whole body of pediatrics is com- 
pressed in this book, which is not too big to carry in pocket 
or bag. 

The arrangement — if there are any who are unfamiliar 
with the book — is encyclopedic; it is a pediatric Baedeker. 
To investigate a problem of practice one may start from 
one of several angles, either with the name of the disease 
or with the presenting symptoms. In any case, through 
the cross references he will be carried through differential 
diagnosis to such laboratory procedures as are needed to 
confirm or deny his suspicions. If treatment is in doubt 
or if there are questions relating to growth or develop- 
ment, to hygiene or to disease prophylaxis answers may 
be found. The book is an inexhaustible mine of facts 
that are forever eluding one’s memory. And, as Dr. 
Davison truly says, “a mere reminder often makes a physi- 
cian the master of a situation.” 

In structure this third edition closely follows the sec- 
ond, but it has involved the changing of some 10,000 lines, 
and it contains the essential information from 3700 addi- 
tional articles. It is a book that will grow on a man with 
use; indeed the reviewer is free to say that if he were to be 
restricted to a single book in this field, The Compleat 
Pediatrician would be his choice. 
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